





( 
| 
! 
HN 


. 
Je 


seeeee 
i 


| 
\ 
ll 
IN 
all 


ll 
: 


TT 
ith 


| 
I 
\ 
is 

] 

t 
TAT 


il 





AL SCIENCES 


> 


ened 195] 


! 


Old-Age and Survivors Insurance—The 1950' dinéndments 
O. C. Pogge Page 95 


The Widened Base in Public Assistance 
Jules H. Berman Page 10! 


Criteria for Defining Program and Emphasis in the 


MARCH 1951 Family Agency 
Frances H. Scherz Page 107 





Impact of Community Needs on Casework Policy 
Ruth Chaskel Page 114 


Helping a Tuberculous Patient to Face Surgery 
Ophelia S. Egypt Page 119 


Editorial Notes 





VOLUME XXXIi NUMBER 3 




















i ae Ce! 


CAS EWOR K 





Published by the Family Service Association of America 


Evinor P. ZAKI 
Assistant Editor 


MILDRED FRANK 
Acting Editor 


SHIRLEY Moore MARTIN 


ADELE RUSSELL 


Business Manager Circulation Manager 


Editorial Advisory Committee 


Lucite N. Austin, New York School of So- 
cial Work, Columbia University, New York, 
N. Y. 

Frep Bert, Jewish Family and Children’s 
Bureau, Baltimore, Md. 
EILEEN BLACKEY, Veterans 

Washington, D. C. 

Beatrice Hatt, Children’s Bureau, Social 
Security Administration, Federal Security 
Agency, New York, N. Y. 

jane G. Jupce, Community Service Society, 
New York, N. Y. 

KATHERINE A. KENDALL, American Association 
of Schools of Social Work, New York, N. Y. 

Frances T. Levinson, Jewish Family Service, 
New York, N. Y. 

ELIZABETH Lioyp, School of Social Service, 
Fordham University, New York, N. Y. 


Administration, 











Publication Office: 372 Broadway, Albany 7, N. Y. 
New York 16, N. Y. 
and September. 
the Act of March 3, 1879. Acceptance for mailing at 
of October 3, 1917, authorized November 6, 1923. 
America, Frank J. Hertel, General Director. 





Subscription, $3.50 a year; single copies, 40 cents. 

Entered as Second Class Matter at the post office at Albany, N. Y., October 31, 1923, under 

— rate of postage provided for in section 1103, Act 
o 


MarIAN Lowe, School of Social Work, Uni- 
versity of Connecticut, Hartford, Conn. 


Mary I. MADsEN, Western Reserve University 
Hospitals, Cleveland, O. 


FREDERIKA NEUMANN, Jewish Board of Guard- 
ians, New York, N. Y. 


M. INGEBORG OLSEN, U. S. Committee for the 
Care of European Children, New York, 
N. Y. 


RALPH OrMsBy, Family Service of Philadel- 
phia, Philadelphia, Pa. 

DorotHy THOMAS, Family Service Associa- 
tion, Washington, D. C. 


J. SHELDON TurNER, Bureau of Public Assist- 
ance, Social Security Administration, Fed- 
eral Security Agency, Washington, D. C. 





Editorial and General Office: 192 Lexington Avenue, 
Published monthly except August 


pyright, 1951, by the Family Service Association of 


Sa 














SMITH COLLEGE 
SCHOOL FOR SOCIAL WORK 


A Graduate Professional School 


Programs Leading to the Degree 
Master of Social Science 
Academic Year Opens June 20, 1951 


Program of Advanced Study 
To Prepare for Supervision, 
Teaching and Administration 


July 25, 1951 to July 23, 1952 


Smith College Studies in Social Work 


Contents for February 1951 
Measurement: A Valuable Contribution to Casework 
Ralph Ormsby 
The Responsibility of School and Agency in Student 
Research Sophie T. Cambria 
Life Experiences of Schizophrenic Children Eleanor Slimp 
Abstracts of Theses: Smith College School for Social 
Work 1950 
Research Newsnotes 


For further information write to 
The Director College Hall 9 
Northampton, Massachusetts 








SMITH COLLEGE 
SCHOOL FOR SOCIAL WORK 


Graduate Seminars 
July 9-19, 1951 


Advanced Casework 


Mrs. Yonata Feldman 


Supervisory Method in Social Case- 


work 
Miss Cockerill and Mrs. Feldman 


Ego Psychology 
Dr. Othilda Krug 


Educational Methods 
Casework 


in Teaching 


Miss Eleanor Cockerill 


Casework Interpretation and Writing 
Miss Viola Paradise 


For further information write to 


The Director College Hall 9 
Northampton, Massachusetts 




















— or ———— 


“™ 


ws 


ws 











——_ ete 


to their security. 





Old-Age and Survivors Insurance—tThe 1950 Amendments 
O. C. Pogge 


The author is Director of the Bureau of Old-Age and Survivors Jnsurance, 
Federal Security Agency, Washington, D. C. 


ON aucusT 28, 1950, the President signed 
into law the Social Security Act Amend- 
ments of 1950, stating as he did so that 
“passage of this legislation is an outstand- 
ing achievement.” This legislation amended 
both the public assistance and the old-age 
and survivors insurance titles of the act. 
The changes in old-age and survivors insur- 
ance are far reaching, but they are not 
“radical” in the sense of altering the funda- 
mental structure of contributory social 
insurance. On the contrary, the legislation 
retains and builds upon the principle that 
basic protection against economic want, 
when individual and family income is cut 
off by old age or death, should accrue as 
an earned right based on the individ- 
ual’s previous record of work and his spe- 
cific contributions toward the insurance 
program. 

The magnitude of the improvements in 
old-age and survivors insurance is such as 
to bring the program more nearly to its 
originally intended place in the country’s 
social security structure. Prior to action by 
Congress, the plain fact was that too few 
people were qualifying for old-age and sur- 
vivors insurance benefits, mainly because 
coverage of the program was limited. Only 
three out of every five jobs were covered by 
social insurance. Many persons did not 
work in covered jobs at all or did not work 
long enough to establish and maintain 
benefit rights. Those who did qualify for 
benefits usually received too small an 
amount to represent a major contribution 
As a result, many were 
forced to rely on alternative and less satis- 
factory means of basic support when they 
could no longer receive income from work. 

As of December, 1949, 241 per 1,000 per- 


sons aged 65 and over were receiving old- 
age assistance as against 170 per 1,000 
receiving old-age insurance benefits. The 
average old-age assistance grant was $44.76 
per month as against $26.00 per month 
for primary beneficiaries under the insur- 
ance program. Congress was concerned at 
the extent to which aged persons were 
having to rely on public assistance and was 
apprehensive lest the federal government be 
indefinitely committed to a steadily increas- 
ing subsidy to the states to finance such 
aid. No one was more emphatic than the 
public assistance administrators who ap- 
peared before the House Committee on 
Ways and Means and the Senate Commit- 
tee on Finance in pointing out the relation 
between mounting assistance expenditures 
and the inadequacies of old-age and survi- 
vors insurance. 

At the same time, the postwar years were 
witnessing a widespread drive by labor 
unions to secure welfare and retirement 
benefits from private industry for their 
members. While it could not be expected, 
as the President’s Steel Board put it, that 
labor should “wait patiently by until gov- 
ernment makes up its mind,” most union 
leaders still felt that private plans were 
no real substitute for an adequate federal 
insurance plan. Employers, too, began to 
consider whether it might not be more 
economical to have a larger portion of the 
retired worker’s benefit financed from the 
contributory social insurance system and 
less from employer-financed private plans. 
The pension drive was undoubtedly a fac- 
tor in congressional action on federal insur- 
ance. —The House Committee on Ways and 
Means expressed alarm over the fact that 
“the demands for security by segments of 
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the population threaten to result in un- 


balanced, overlapping, and competing 
programs.” 
The 1950 amendments attacked basic 


deficiencies of old-age and survivors insur- 
ance by substantially extending coverage— 
though still not to all occupations; by 
reducing the eligibility requirements for 
older workers; and by materially increasing 
benefit amounts. In addition, there were 
changes designed to broaden the scope of 
family protection. Altogether, the amend- 
ments permit old-age and survivors insur- 
ance to become the nation’s basic bulwark 
against economic insecurity. 


Coverage 


Before the 1950 amendments, old-age and 
survivors insurance coverage was limited 
almost entirely to workers in industry and 
commerce. Excluded from the program 
were self employment, agricultural employ- 
ment, domestic service, service for federal, 
state, and local governments, military serv- 
ice, employment covered by the Railroad 
Retirement Act, and employment in most 
non-profit organizations. In amending the 
law, Congress made a partial extension of 
coverage in most of these fields, but in no 
instance was the extension complete and 
unqualified. Nevertheless, an estimated 10 
million persons were brought under the 
program beginning January 1, 1951, bring- 
ing the number of those covered to about 
45 million out of the nation’s more than 
60 million workers. 

By and large, Congress adhered to the 
principle that coverage should be compul- 
sory, rejecting proposals that individuals 
be given the option of deciding for them- 
selves whether or not to enter the system. 
Voluntary coverage on an individual basis, 
as the Senate Committee on Finance 
pointed out, would confront the program 
with an adverse selection of risks and result 
in an unwarranted drain on social insur- 
ance funds. At the same time Congress was 
reluctant to impose coverage on any con- 
siderable number of persons who did not 
wish it. Exclusions were continued on a 
group basis in a number of instances where 
Congress believed that most of the persons 
in the group would object. In effect, those 
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who did not wish coverage were able to 
“elect out” beforehand at the congressional 
hearings. 

The largest group brought under the 
program were the self-employed (other 
than farmers and certain professional 
groups), who are covered if their net in- 
come from self employment is $400 a year 
or more. It is estimated that this group 
numbers about 4.6 million. Still excluded 
are some 500,000 self-employed persons in 
14 specifically listed professions. Their 
exclusion represents, in some cases, their 
opposition to coverage as such, and in 
others a fear that not being on the exempt 
list would undermine their status as a 
“profession.” The major self-employment 
exclusion, however, was that of farm owners 
and operators of whom about 2.8 million 
could have qualified for coverage on the 
basis of self-employment income of $400 
a year or more. Congress was not con- 
vinced that this group wanted coverage— 
few letters had been received from individ- 
ual farmers on the subject, and the endorse- 
ment offered by farm organizations at the 
hearings had seemed cautious. It was felt 
that experience with the administration of 
self-employment coverage provisions should 
be acquired before the program was ex- 
tended to farmers. 

Extension of coverage on a limited basis 
to farm laborers and domestic servants was 
a significant accomplishment, since these 
groups have heretofore been almost uni- 
versally omitted from protective social legis- 
lation. Their need for social insurance 
protection was Clearly recognized by Con- 
gress. In both instances, coverage was 
extended only to those who are “regularly 
employed” by one employer, primarily in 
order to simplify the task of reporting their 
wages and taxes. It is estimated that about 
650,000 of the 1.7 million farm workers will 
be covered under the amendments. About 
1 million domestic servants will come under 
the law, but 750,000 part-time workers, 
including the 1-day-a-week maids, remain 
without protection. 

Employees of state and local govern- 
ments had originally been excluded from 
old-age and survivors insurance because of 
doubt as to the constitutionality of a com- 
pulsory federal tax on state and local gov- 
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ernmental units. The constitutional ques- 
tion was resolved by provisions permitting 
the states to enter into contracts with the 
federal government for coverage of the 
states’ political subdivisions. Actually, the 
tax problem turned out to be less of an 
obstacle to coverage than the opposition of 
public employees covered by existing staff 
retirement systems who feared that intro- 
duction of old-age and survivors insurance 
would result in reduction or elimination 
of their benefits under these systems. It 
was contemplated in the House version of 
the social security bill that public em- 
ployees covered under existing retirement 
plans would vote on the question of old-age 
and survivors insurance coverage, with a 
favorable two-thirds majority required be- 
fore the state could contract with the fed- 
eral government for their inclusion. How- 
ever, opposition to this proposal developed 
during the hearings in the Senate when 
representatives of public retirement systems 
asked for mandatory exclusion of this 
group, numbering about 2.4 million. Their 
wishes were respected by the Congress when 
the amendments were finally enacted. 
About 1.5 million state and local employees, 
however, who are not protected by other 
retirement plans, are eligible for coverage 
through voluntary state contracts. 
Employees covered under other public 
retirement systems also continue to be 
excluded from old-age and survivors insur- 
ance—federal civilian employees, who are 
under the Civil Service Retirement Act, 
persons in the armed forces, and employees 
protected by the Railroad Retirement Act, 
totaling about 5.5 million. Federal em- 
ployees not under a retirement system, with 
some exceptions, are brought under the 
program. Prior to passage of the amend- 
ments, these were estimated at about 
250,000, but in recent months the number 
has been substantially increased as a result 
of legislation requiring future federal ap- 
pointments to be on a “temporary” basis in 
the interest of national defense. While 


coverage was not extended to the armed 
forces generally, wage credits of $160 a 
month are provided for each month of 
military service during World War II for 
any person who served at least gc days, died 
in service, or was discharged because of dis- 


ability incurred or aggravated in the serv- 
ice. These credits may be given only if no 
benefit based on such military service be- 
comes payable by a federal agency other 
than the Veterans Administration. 
Probably the most unusual coverage pro- 
vision was that applied for employees of 
non-profit organizations. They had been 
excluded originally because many such or- 
ganizations feared that imposition of the 
employer social security taxes would endan- 
ger their traditional tax-exempt status. At 
the time when final specifications of the 
legislation were being ironed out in the 
conference committee, meeting to adjust 
differences between the House and Senate 
bills, there were three different coverage 
formulas under consideration. The one 
proposed in the original Administration 
bill called for compulsory coverage of em- 
ployees of any non-profit organization that 
voluntarily elected to waive its tax exemp- 
tion for social security purposes. The 
House-passed bill called for compulsory 
coverage of employees regardless of em- 
ployer action, but specified that employees 
of organizations not waiving their exemp- 
tion would receive social security credit 
for only half the amount of their earnings. 
The Senate bill would have made coverage 
compulsory on both employers and em- 
ployees, except in the case of religious or- 
ganizations which would be covered under 
the elective provisions proposed in the 
Administration bill. The final legislation 
embodies none of these, but provides that 
coverage will be extended to the employees 
of any organization that waives its tax 
exemption for this purpose, provided that 
at least two-thirds of the employees affected 
vote in favor of coverage. Any employee 
voting against coverage is not required to 
have it. However, once coverage is in 
effect for an organization, any new em- 
ployees are to be compulsorily covered. 
This formula seems to have been borrowed 
in part from the voting provisions in the 
House bill for employees of state and local 
governments covered under existing staff 
retirement plans. It comes closer to indi- 
vidual voluntary coverage than any of the 
other coverage provisions or than was origi- 
nally contemplated by either house of Con- 
gress. Some 600,000 employees of non-profit 
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organizations are eligible for participation 
in old-age and survivors insurance. Clergy- 
men and members of religious orders 
(about 200,000) are excluded from coverage 
with respect to the performance of their 
religious duties. 


Eligibility 

In order to become “fully insured” for 
retirement and death benefits under the 
previous law, an individual was required 
to have 10 years’ work in covered employ- 
ment, or he could qualify on a shorter 
period of work provided it equaled at least 
half as much time as elapsed after 1936 (or 
age 21, if later) and before the date of his 
death or attainment of age 65. The mini- 
mum coverage requirement was one and a 
half years. Insured status on the basis of 
less than 10 years’ work was for the benefit 
of persons already nearing retirement age 
when the program went into effect (Janu- 
ary 1, 1937), and for young workers who 
die in the early years of their working lives. 
These latter provisions were, of course, the 
ones under which persons had been quali- 
fying up to the time of the amendments. 
No one dying or reaching retirement age 
before January 1, 1957, would have needed 
as much as 10 years’ work for fully insured 
status. 

In revising the eligibility requirements, 
Congress had two objects in mind. One was 
to make it possible for workers newly 
brought under the act to attain insured 
status without being handicapped by their 
lack of coverage between 1936 and 1951. 
The other was to enable more persons who 
are now old, and who had not had enough 
covered work to become insured under the 
old law, to qualify for benefits quickly. In 
this way, it was hoped, the process of trans- 
ferring the major responsibility for support 
of the aged from old-age assistance to old- 
age insurance would be speeded up. In 
effect, what Congress did was to start the 
program over again as of January 1, 1951, 
whenever that was to the advantage of an 
individual. The new law measures a per- 


son’s time in covered employment against 
time elapsing after 1950 instead of after 
1936. Thus, an individual who attains age 
65 in the first half of 1954 is required to 
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have covered employment for the equiva- 
lent of half the time after 1950, or one and 
a half years, instead of half the time after 
1936, or eight and a half years. Any time 
in covered employment, whether before or 
after the amendments, counts toward meet- 
ing the requirements. An individual now 
aged 65 could qualify immediately if he has 
previously had the year and a half of cov- 
ered employment. Thus, the new law is 
actually more favorable to insured status 
for persons old in 1951 than for persons old 
in 1937 who, of course, had had no oppor- 
tunity to acquire any coverage before the 
enactment of the original Social Security 
Act itself. 

The requirements for “currently insured” 
status, that is, eligibility for certain types 
of death benefits, remain unchanged. As 
before, an individual is “currently insured” 
if he has one and a half years of covered 
work within the three years immediately 
preceding his death. 


Benefit Amounts 


Old-age and survivors insurance benefits 
serve as a partial substitute for a worker's 
wage income when that income is cut off 
on account of old age or death. The amount 
of the benefit is, therefore, related to the 
level of the individual’s customary wage in 
covered employment. Under previous law, 
the “primary insurance benefit,” which 
served as the worker’s retirement benefit 
and as the basis for dependents’ benefits, 
was figured as 40 per cent of the first $50 
of the worker’s “average monthly wage” 
and 10 per cent of the remainder up to 
$200. An increment of 1 per cent of the 
benefit was added for each year in which 
the worker had covered earnings of $200 or 
more. The average monthly wage was 
figured by dividing all wages from covered 
employment, up to $3,000 a year, by all the 
months after 1936 (or age 22 if later) up to 
the time of death or entitlement to benefits, 
even though the worker had not been in 
covered employment all that time. 

With the rapid rise in both the cost of 
living and the general level of wage rates, 
this formula and the benefit amounts it 
produced were outmoded by 1950. The rise 
in wages meant that the formula was replac- 
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ing a much smaller proportion of the aver- 
age worker’s usual income. In 1939, 97 per 
cent of all workers who earned wage credits 
under the program had covered earnings 
under $3,000 a year. By 1949, this propor- 
tion had dropped to 74 per cent. At the 
same time the purchasing power of the dol- 
lar had fallen sharply, while the average 
benefit was only slightly higher than in 
1940. It was essential that the $3,000 
maximum on earnings that could be cred- 
ited toward social security benefits be raised 
and that the percentage replacements of 
wage loss be increased. Revision of the 
formula also had to take into account that 
persons newly brought under the program 
would have had little or no covered wages 
between 1936 and 1951 to figure into their 
average wage for benefit purposes. 

Consequently, under the new benefit 
formula, wages will be averaged over the 
period beginning January 1, 1951, and 
earnings up to $3,600 a year will be in- 
cluded. The formula replaces 50 per cent 
of the first $100 of the monthly wage and 
15 per cent of the remainder to a total of 
$300 average monthly wage. This compu- 
tation may be used only if the person ac- 
quires at least 6 “quarters of coverage” after 
1950 (about 114 years of covered work). 

For persons who were already receiving 
benefits when the amendments were passed 
and for others who will retire before having 
acquired 6 quarters of coverage after 1950, 
the amounts computed under the old law 
are automatically increased in accordance 
with a special “conversion table” printed in 
the amended act. In general, the “conver- 
sion table’ benefits will be somewhat lower 
than those paid under the new formula, 
although this may vary in individual cases. 
A person who attained age 22 before 1951 
and who is entitled to have his benefits 
computed under the new formula may 
nevertheless have them figured by the con- 
version table method, if it is to his advan- 
tage. The average old-age benefit for all 
retired workers is expected to run around 
$44 during 1951. By 1960, the average 
will probably be about $50." 

1 Robert J. Myers, Actuarial Cost Estimates for 
the Old-Age and Survivors Insurance System as 


Modified by the Social Security Act Amendments of 
1950, Social Security Administration document, July 


27, 1950. 


Benefits for a worker’s dependents are 
computed as percentages of his retirement 
amount, and the increase in the level of 
retirement benefits automatically means an 
increase in family benefits. In addition, 
there was an increase in benefits for chil- 
dren of a deceased wage earner. To take 
these increases into account, the amend- 
ments increased the dollar limit on total 
benefits payable to the family of any one 
worker from $85 to $150. The limitation 
that family benefits be no more than twice 
the retirement benefit was removed, so that 
the maximum is now $150 or 80 per cent 
of the worker’s average monthly wage, 
whichever is less. (The 80 per cent maxi- 
mum will not apply, however, to reduce 
family benefits below $40.) 

Higher benefits are not the only element 
in promoting family security under the 
program. The question of which members 
of the family shall qualify as dependents 
and under what conditions they qualify is 
also important. The original act recog- 
nized the usual patterns of economic sup- 
port and dependency in family life, but 
made little provision for deviations from 
these patterns. The customary dependence 
of a wife upon her husband for support 
and of children upon their father was 
recognized by provisions for benefits at age 
65 for the wife of a retired beneficiary and 
for such a beneficiary’s unmarried children 
under age 18. In case of a worker’s death, 
his minor children could receive benefits 
upon his record as could his widow until 
the youngest child reached age 18. At age 
65, the widow’s benefit would again be- 
come payable. Any of the dependents’ 
benefits were payable on the record of a 
fully insured worker. If the worker was 
only currently insured, the monthly sur- 
vivor benefits would be paid to his children 
and to the widow while she had the chil- 
dren in her care, but no old-age benefits 
were payable. 

Dependents in families where a woman 
was the primary breadwinner, however, 
received no corresponding protection. A 
husband or widower could never draw 
benefits on his wife’s record, and the cir- 
cumstances under which children might 
qualify for benefits on account of their 
mother’s death or retirement were narrowly 
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circumscribed. A child’s benefit could not 
be paid on his mother’s record if the father 
was either living with the child or con- 
tributing to its support, even though the 
mother’s earnings may have constituted the 
major part of the child’s support. 

Under the 1950 amendments, a husband 
or widower who is shown to have been 
actually dependent for his support on his 
wife’s earnings in covered employment at 
the time of her entitlement to retirement 
benefits or at the time of her death, may 
qualify for a dependent’s benefit at age 65. 
The husband must have been receiving at 
least half his support from his wife, and his 
wife’s wage record must show that she was 
not only fully insured but that she had had 
recent employment in covered work before 
her retirement or death—that is, she must 
also have been currently insured. A child 
may now qualify on his mother’s record, 
regardless of the father’s presence in the 
home or contributions to support, if the 
mother was currently insured at the time 
of her death or entitlement to retirement 
benefits. If she was fully insured but not 
currently insured, the child may still qual- 
ify on the basis of a finding of actual sup- 
port by the mother. The provision for 
deeming support on the basis of currently 
insured status was made on the theory that 
a woman who has children in her care 
would have been working outside the home 
only if her earnings were necessary for the 
children’s maintenance just prior to her 
death or entitlement to retirement benefits. 

The amended law also gives greater 
recognition to the needs of families broken 
by divorce. The divorced wife of a de- 
ceased insured worker may now qualify for 
a mother’s benefit if she has their children 
in her care and if she had been receiving 
at least half her support from her former 
husband before his death, pursuant to court 
order or agreement. 

Another amendment in the field of fam- 
ily benefits is the provision for payment of 
benefits to the wife of a retired beneficiary 
if she has his children in her care. As 
before, survivors’ benefits are payable to 
parents of a fully insured worker at age 65 
if they were dependent upon him and if 
there are no other survivors eligible or po- 
tentially eligible for monthly benefits. 





Social Casework 


Retirement Test 

Since retirement and survivors’ benefits 
are designed to furnish income to persons 
who cannot be expected to work in the paid 
labor force (on account of age or home 
responsibilities), persons eligible for such 
benefits may not receive them if they are 
regularly employed in a job covered by the 
Social Security Act. Under previous law, 
benefits were suspended for any month in 
which a beneficiary earned covered wages 
of $15 or more. Actually this provision was 
not so much a test of whether a person 
was regularly employed as an indication of 
whether a person was completely out of the 
labor force. Earnings below $15 were too 
small to warrant an assumption that a per- 
son was in the labor force at all, and they 
were disregarded. The emphasis on com- 
plete retirement, particularly for aged per- 
sons, is understandable when it is remem- 
bered that the Social Security Act was 
originally enacted following a period of 
major depression when jobs were at a 
premium and many people felt that older 
persons should retire in order to make room 
for younger workers. But in recent years, 
thinking on the subject has shifted mark- 
edly. The wartime demand for the services 
of older workers has carried over to a recog- 
nition of their potential contributions to 
peacetime production. Continued work 
activity has come to be understood as an 
important factor in the welfare of the 
older person himself. This thinking is re- 
flected in congressional action raising to 
$50 the amount of monthly earnings per- 
mitted without loss of benefits. Thus the 
new “retirement” test no longer requires, in 
effect, complete retirement as a condition of 
receiving benefits, but permits a beneficiary 
to engage in part-time employment while 
still receiving his insurance payments. For 
persons aged 75 and over, the amendments 
removed the retirement test entirely. This 
does not, however, involve a repudiation of 
the principle of the test. Relatively few 
persons are in the labor force after age 75 
and consequently having a retirement test 
for that age group is of minor importance. 
It seemed desirable to set a limit at which 
persons could expect the retirement bene- 
fits without further administrative check of 
their retirement. 
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Conclusion 

Enactment of the 1950 amendments has 
brought us a long way on the road to the 
goal that all who work for a living should 
have basic protection against want and des- 
titution when their income is cut off by 
major personal catastrophes of life. But 
the job is by no means complete. If old 
age and death constitute inevitable risks to 
personal and family security, so does the 
hazard of long-term disability. Withdrawal 
from the labor force on account of perma- 
nent disability may be considered as pre- 
mature retirement and should be insured 
and compensated in a manner comparable 
to retirement in old age. Disability cover- 
age is also essential to rounding out occu- 
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pational coverage under the program. 
Rights to old-age and survivors insurance 
benefits are impaired by absence from cov- 
ered work on account of disability, in the 
same way as absence by reason of working 
in a non-covered job. Under an integrated 
system of old-age, survivors, and disability 
insurance, the rights of the disabled worker 
could be protected. 

Another major task, of course, is to com- 
plete the extension of old-age and survivors 
insurance coverage to all occupations. 
While the broadening of coverage under 
the 1950 amendments will increase the pro- 
tection the program offers, only a universal 
program can be genuinely adequate for the 
needs of all the working population. 


The Widened Base in Public Assistance 


Jules H. Berman 


The author is Principal Legislative Standards Specialist, Bureau of Public Assistance, 
Social Security Administration, Federal Security Agency, Washington, D. C. 


PUBLIC INTEREST in the social security 
program has been especially high as a 
result of changes enacted by the Congress in 
1950. Although interest has been greatest 
in the improvement made in the old-age 
and survivors insurance system, substantial 
and significant changes also were made in 
the public assistance titles of the Social 
Security Act. An objective of the 1950 
legislation was to establish a balance in the 
social security program by providing in- 
creased protection against economic haz- 
ards to many people through social insur- 
ance, thus leaving fewer people, in the 
future, who need to depend upon public 
assistance. To accomplish this, the Congress 
brought additional groups of workers and 
their dependents under the protection af- 
forded by the social insurance program and 
raised the level of benefits paid under the 
program. 

The congressional committees that con- 
sidered the social security programs 


recognized the essential role of public as- 
sistance in social security planning. The 


committees realized that public assistance 
would still be needed to help persons with 
special needs connected with particular cir- 
cumstances such as illness, even if the 
present social insurance programs were to 
cover all employed workers and the benefits 
paid were adequate. Thus, the action 
taken was designed to aid the assistance 
programs in achieving their basic objective 
of providing assistance to persons whose 
other income and resources, including bene- 
fits from social insurance, are insufficient 
to meet their needs. 


Assistance to Permanently and Totally Dis- 
abled 


The most important change the Congress 
made in the public assistance titles of the 
Social Security Act was to establish a new 
program of grants-in-aid to the states for 
persons who are permanently and totally 
disabled. Similar to the programs of old- 
age assistance, aid to dependent children, 
and aid to the blind, the new program is 
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state initiated and state administered. In 
all the categorical assistance programs un- 
der the Social Security Act, the federal 
government pays a portion of the cost of 
assistance and administration if the state 
plan of operation is approved by the Fed- 
eral Security Agency as meeting the require- 
ments specified in the Social Security Act. 
These requirements are such as to give 
assurance that the plan will be in effect 
in all parts of the state, that it will contain 
methods found necessary to proper and 
efficient administration, and that persons in 
similar circumstances will be treated alike 
wherever they may live within the state. 

The new program recognizes that there 
are many persons in the nation who are 
seriously disabled and are in need. At one 
stage in the progress of the social security 
legislation the bill also provided for a 
parallel program of permanent and total 
disability insurance to be operated as a 
part of the old-age and survivors insurance 
system. Before passage of the bill, however, 
the Congress deleted the disability insur- 
ance provisions, thus making public as- 
sistance the only provision in the bill for 
the disabled. This is the first time the 
federal government has been concerned 
with the economic needs of all the needy 
disabled in the population. The new 
assistance program is being watched with 
great interest by persons interested in social 
security to learn the kinds of problems 
faced in providing assistance to a group of 
permanently and totally disabled persons. 
Identifying the number and the needs of 
the permanently and totally disabled 
through an assistance program may lead to 
a broader recognition of the value of an 
insurance program for this group, such as 
has been recommended by the Social Se- 
curity Administration. 


The extent to which the assistance pro-° 


gram alone will meet the needs of the dis- 
abled in this country will be revealed only 
out of an evaluation of operating experi- 
ence. Accurate information on the number 
of permanently and totally disabled persons 
in the country was not available when the 
legislation was enacted. The congressional 
committee estimated that there would be 
200,000 such persons eligible for assistance. 
Another unknown factor is the extent to 
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which states will initiate plans and begin 
giving assistance to the disabled. In some 
states, state funds in addition to those al- 
ready appropriated for other assistance 
programs will be needed to meet the state’s 
share of the payment made. This money 
will be difficult to raise in states already 
hard-pressed for money. The states, in their 
1951 legislative sessions, will answer the 
question as to the extent to which the states 
are willing, or able, to appropriate the ad- 
ditional money needed. States now operat- 
ing general assistance programs may be 
able to transfer eligible permanently and 
totally disabled cases to the new category, 
without the need for additional state 
money. 

The federal legislation sets a maximum 
of $50 a month on the individual state as- 
sistance payment in which the federal gov- 
ernment is authorized to participate finan- 
cially. States, of course, may make higher 
payments, but they do so out of their own 
funds. The $50 maximum has been ap- 
plicable also to the aged and the blind 
programs, where it has proved a handicap 
to giving adequate assistance. Inasmuch as 
the permanently and totally disabled are 
likely to have costly illnesses and few 
sources of income, the $50 limitation is 
likely to prove an even greater handicap. 

Administration of an assistance program 
for the disabled calls for considerable skill 
on the part of the staff of state and local 
public welfare agencies. The category, by 
definition, will include help to people with 
special problems—physical and mental— 
which will require the use of skilled person- 
nel, if essential services are to be given. 
The determination of who is a permanently 
and totally disabled person involves a 
synthesis of knowledge of the medical and 
social service professions. An evaluation of 
the physical and mental condition of the 
applicant is necessary to determine if an 
impairment exists and if the impairment is 
“permanent,” in that it is not likely to be 
corrected or improved in the foreseeable 
future. In addition, eligibility also depends 
upon whether the permanent impairment 
affects the ability of the individual to en- 
gage in useful work. ‘This latter factor 
relates to the social picture, including age, 
training, and experience of the individual. 
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Thus, eligibility determination depends 
upon the closest co-ordination of effort of 
the medical practitioner and the social 
worker. This kind of co-operation holds 
the potential of considerable value for the 
entire public assistance program. Both 
medicine and social work should gain from 
this relationship. 

It will be unfortunate if the states ad- 
minister this program with reference to 
economic need alone. The medical, emo- 
tional, and rehabilitation problems of the 
recipients will demand attention. When 
such problems are concentrated in one 
program, it is likely that the public will 
expect that, while economic need is being 
considered, the recipient’s other problems 
will also receive attention. 

In enacting this program, Congress made 
clear that every effort should be made to 
return individuals to a condition of self- 
support, where that is possible. As an 
indication of the intentions of Congress in 
this respect, the following is quoted from 
the report of the Conference Committee of 
the House and Senate on the social security 
bill: 

Although assistance would be confined to those 
who are permanently and totally disabled, it is 
recognized that with proper training, some of the 
individuals aided possibly could be returned to a 
condition of self-support. With the authorizations 
for an assistance program to cover this group it is 
believed that the State public assistance agencies 
will work even more closely than before with State 
rehabilitation agencies in developing policies which 
will assure that every individual for whom voca- 
tional rehabilitation is feasible will have an oppor- 
tunity to be rehabilitated. To the extent that such 
efforts are successful the assistance rolls will be 
lowered.1 
The program of rehabilitation will require 
the most careful co-ordination of efforts of 
the medical, vocational rehabilitation, pub- 
lic health, and public and voluntary welfare 
agencies. The administration of this pro- 
gram is truly a challenge to those working 
in the public welfare field to effect co-ordi- 
nation and integration of services in the 
interest of rehabilitation of recipients. 


Provision of Medical Care 

Another change that Congress made in 
the public assistance titles concerns the 
method of providing medical care to the 


1 House of Representatives, 81st Congress, Report 
No. 2771, p. 119. 
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recipients of the four categories of public 
assistance. Prior to the 1950 amendments, 
federal financial participation was available 
only in money payments made by the states 
directly to the recipients—that is, cash 
payments made without any restrictions on 
how the recipients spent their money. Al- 
though the medical expenses of assistance 
recipients could be included in determining 
the amount of assistance needed, the money 
for medical care, together with the money 
for all of the other needs of the recipients, 
had to be paid to them in cash if federal 
participation was to be claimed. In many 
instances, states felt that plans for meeting 
the medical needs of assistance recipients 
could best be carried out by having the 
agency pay for—-or otherwise make avail- 
able—the medical care needed. The 1950 
amendments make it possible for the fed- 
eral government to share in payments for 
medical care made directly by the state 
welfare departments to doctors, hospitals, 
and other suppliers of medical services, in- 
cluding health insurance plans. 

This legislation, however, does not pro- 
vide any additional federal funds to assist 
in financing the cost of medical care nor 
does it recognize that the impact of medical 
care falls unevenly on individuals. The 
new legislation continues the existing max- 
imums on the individual assistance pay- 
ment. Unless the state is to spend additional 
money without any matching federal funds, 
the total expenditure for the money pay- 
ment and the vendor payment for medical 
care must not exceed the maximum stated 
in the act, which had applied hitherto only 
to the money payment. Since in an increas- 
ing number of states the cost of providing 
the basic items of maintenance such as food, 
clothing, and shelter requires at least $50, 
very little money is left with which to claim 
federal matching for vendor payments for 
medical care. The Social Security Admin- 
istration has recommended to Congress that 
this condition be rectified by providing ad- 
ditional and separate federal funds, to be 
used by states for medical care, which 
would recognize the uncertain nature of 
medical costs. 

The enactment of the provisions relating 
to medical care in the social security amend- 
ments makes it necessary to re-examine the 
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relationship between the public assistance 
agencies and the medical profession. The 
welfare departments are now able, with 
federal help, to undertake responsibility 
for the payment of bills for medical care 
incurred on behalf of assistance recipients, 
something which was not possible prior to 
the 1950 amendments. The extent to which 
the assistance fund, limited in many states, 
should be used to buy medical care for 
recipients, when maintenance needs are un- 
met, should be carefully evaluated. In 
arriving at sound decisions, opportunities 
are created for the public assistance agen- 
cies and the medical profession to work 
together for the good of the people served. 


Assistance to Patients in Public Medical In- 
stitutions 


The 1950 amendments make it possible 
for the federal government to share in the 
cost of old-age assistance, aid to the blind, 
and aid to the disabled given by the states 
to persons who are patients in public medi- 
cal institutions, except tuberculosis and 
mental hospitals. Since its enactment, the 
Social Security Act has prohibited the fed- 
eral government from participating in 
payments made by states to persons who are 
inmates of public institutions except for 
persons receiving temporary care in medical 
institutions. The 1950 amendments relax 
this prohibition to the extent that partici- 
pation in payments made to patients in 
some public medical institutions is now 
possible. 

In many parts of the country, the public 
assistance agencies have been unable to pay 
assistance to persons who were patients in 
public medical facilities for long-time care, 
because federal financial participation was 
not available and funds were lacking to 


make such payments without federal help. — 


Thus, in many communities all available 
medical facilities could not be used. This 
weakness in the law has now been partially 
eliminated by the 1950 amendments. The 
prohibition against federal sharing in the 
cost of assistance given to inmates of public 
domiciliary institutions is still retained in 
the law and thus the basic principle that 
the assistance programs are to aid individ- 
uals in their own or other private homes is 
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continued, with the exception made only 
for persons who are patients in certain pub- 
lic medical institutions. This amendment 
is of great significance particularly in the 
old-age assistance program because of the 
increasing proportion of the population 
that is aged and the large numbers of aged 
persons who are suffering from chronic 
diseases and in need of institutional care in 
many instances. 

Related to this change in the Social 
Security Act, the 1950 amendments also 
provide that, effective July 1, 1953, if the 
states give assistance to persons in institu- 
tions, the state plan, if it is to be approved 
by the Federal Security Agency, must show 
that there is a state authority or authorities, 
operating within the state, for the establish- 
ment and maintenance of standards for 
such institutions. This new requirement 
will have an important impact on the pub- 
lic welfare programs of the states. In many 
states, public standard-setting authorities 
for institutions do not exist or are limited 
to matters relating chiefly to sanitation. 
Since the state assistance plans for these, as 
well as for all other states, provide for giv- 
ing assistance to persons in some types of 
institutions, it will be necessary for all states 
to establish or designate an authority or 
authorities for setting and maintaining 
standards for institutions in the state. Car- 
rying out this responsibility will require the 
close co-operation of state health, welfare, 
and public safety departments. 

In placing this requirement on the states 
in the 1950 amendments, members of con- 
gressional committees expressed concern 
over the conditions they have observed in 
some of the institutions and boarding 
homes in their states. The members were 
also disturbed about the occasional dis- 
astrous fires in institutions, particularly 
those housing aged and sick persons. The 
amendment that Congress enacted is de- 
signed to prevent such disasters, as far as 
possible, and to improve the conditions 
under which individuals in institutions 
must live. 

The Bureau of Public Assistance has 
been working with representatives of na- 
tional organizations maintaining private 
homes for the aged, looking toward the 
formulation of acceptable standards by 
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such groups, which standards could conceiv- 
ably be accepted by the states and enforced 
by their standard-setting authority estab- 
lished under the requirements of the Social 
Security Act. Although more than two 
years must elapse before this requirement 
goes into effect, states and private organiza- 
tions are now planning for the establish- 
ment of standard-setting authorities in the 
states. The Bureau of Public Assistance 
has recommended to the states that are with- 


out experience in this area that legislative — 


commissions be established to study the 
problem and to recommend the enactment 
of legislation within the next two years. 
The Bureau is also preparing to give as- 
sistance to such committees and to other 
state agencies engaged in working on this 
problem. 


Assistance for Dependent Children 


The formula governing the federal share 
of assistance payments made by the states 
was not changed by the 1950 amendments, 
nor did the amendments change the maxi- 
mums on governing federal financial par- 
ticipation in old-age assistance and aid to 
the blind. The new legislation, however, 
does increase the maximum in aid to de- 
pendent children. We are particularly 
pleased with this change because the assist- 
ance program for children has, since its 
enactment, received less federal financial 
help, proportionately, than have the assist- 
ance programs for the aged and blind. The 
maximums on the assistance payments in 
which the federal government can share, 
in effect prior to the 1950 amendments, 
were $27 for the first dependent child in 
the home and $18 for each additional de- 
pendent child in the home. No recognition 
was given to the effect of the presence of 
the parent or other relative caring for the 
child even though they too were in need. 
Thus, unless the states were able to use 
their own funds to make payments above 
the federal maximum, assistance payments 
were held to an inadequate level. 

The 1950 amendments make a substan- 
tial improvement in this situation by pro- 
viding that the federal government may 
share in expenditures made by the state up 
to $27 for the first child in the home and 
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$18 for each additional child, and an addi- 
tional amount of $27 with respect to the 
parent or other needy relative caring for the 
child. All except a few states making very 
low payments will benefit financially by 
the provision, and we anticipate the result 
will be a considerable improvement in the 
level of assistance grants to many needy 
children. Of course, $54 for an adult and 
one child will not meet need unless other 
resources are available to these persons. 

The Social Security Act Amendments of 
1950 contain a provision amending the 
requirements that states must fulfil in order 
to have an approved aid to dependent chil- 
dren plan. Effective July 1, 1952, the state 
plan must provide that the state agency 
will give notice promptly to the appropriate 
law enforcement officials of the furnishing 
of aid to dependent children with respect 
to any child who has been deserted or 
abandoned by a parent. This provision 
was inserted in the law because of the 
concern some members of Congress have 
over the instances called to their attention 
of parents deserting children, often evading 
financial responsibility by crossing state 
lines. The difficulties states have encoun- 
tered in obtaining payments on support 
orders issued on persons who have moved 
out of the state have led to demands that 
Congress enact legislation to rectify this 
condition. Although not specifically de- 
signed to deal with the problem of deser- 
tion across state lines, this legislation is 
apparently intended to bring the assistance 
and law enforcement agencies more closely 
together. The requirement in the federal 
law does not provide that assistance is to be 
delayed pending the report to the law en- 
forcement officials and does not in any way 
lessen the right needy and otherwise eligi- 
ble children have for assistance under state 
law. 


Assistance to the Blind 


A further change in the public assistance 
programs made in 1950 relates to the 
consideration of income and resources in 
aid to the blind. In that assistance pro- 
gram, as in all the other federally aided 
programs, the law required the state plan 
to provide for the consideration of all in- 
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come and resources of an applicant for 
assistance in determining eligibility. This 
requirement was implicit in the law as en- 
acted in 1935; in 1939, however, the require- 
ment was written specifically into the law. 
Organizations representing some of the 
blind people have advised Congress that, in 
their opinion, the consideration of all in- 
come of blind assistance recipients, includ- 
ing earned income, is a deterrent to blind 
recipients seeking employment and taking 
the necessary steps to becoming self-sup- 
porting. Thus, in order to give that part 
of the blind assistance group which is able 
to work such incentives as come from hav- 
ing more total resources than recipients 
with no earned income, Congress voted 
first to permit and later to require the 
states to disregard the first $50 a month of 
earned income in determining the appli- 
cant’s eligibility. Until July 1, 1952, the 
states may disregard up to $50 a month 
of earned income; after that date, this be- 
comes a requirement for the approval of the 
state plan. 

This is a departure from the principles 
previously applicable to the assistance pro- 
grams. The Bureau of Public Assistance 
and the state agencies will be observing the 
effects of this amendment with particular 
reference to whether it will result in en- 
couraging those who would not otherwise 
have done so to accept employment and in 
giving impetus to those now employed to 
increase their earnings. 

An amendment to the aid to the blind 
law specifies, for the first time, how the 
states are to determine blindness. Until 
July 1, 1952, the states may use either 
optometrists or physicians skilled in the 
diseases of the eye in determining the phase 
of eligibility for assistance. After that date, 
the choice between the two kinds of prac- 


titioners must be left to the applicant for 


aid to the blind. 


Other Requirements and Services 


Amendments were also enacted modify- 
ing provisions in the law relating to fair 
hearings, the opportunity to apply for as- 
sistance, and the prompt payment of as- 
sistance. The state plan, to be approved, 
must now offer the opportunity for a fair 
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hearing to any individual whose applica- 
tion has not been acted upon with reason- 
able promptness. The states must also 
provide an opportunity for any person who 
wishes to apply for assistance to do so and, 
if he is found eligible, assistance must be 
paid to him with reasonable promptness, 
These requirements have always been im- 
plicit in the Social Security Act, and they 
are now specifically included in the law 
as requirements for approval of a state 
plan. The act was also modified to prohibit 
the states from imposing residence require- 
ments in aid to dependent children which 
make ineligible certain young children not 
born within the state but whose parent has 
residence in the state. 

One of the benefits the nation has de- 
rived from the grant-in-aid for public as- 
sistance established under the Social 
Security Act is a network of state and local 
public welfare departments operating in 
every state and in every city and county. 
In many parts of the country, the local 
welfare department is one of the few places 
to which people can turn for advice and 
counsel on problems often unrelated to 
financial need. In increasing numbers, 
people are using the local welfare depart- 
ments in this way. Also, local judges, police, 
schools, and other local government officials 
are turning to the departments for advice 
and help in particular cases. In recogni- 
tion of this situation, the Social Security 
Administration asked Congress to include, 
in the Social Security Act, authority to 
make grants of federal funds to the states 
for the financing of programs of welfare 
services for adults and families. Although 
provision for this program was not included 
in the 1950 amendments, the House Ways 
and Means Committee pointed out that 
authority already exists in the Social Se- 
curity Act for states to claim federal match- 
ing funds for the cost of welfare services 
given to applicants and recipients of as- 
sistance. This clarification of congressional 
intent with respect to this aspect of the 
social security program should prove useful 
to states in extending programs of service 
for applicants and recipients, although it 
does not make possible federal aid for 
programs of services for persons not in need 
of financial assistance. 
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Summary 

The 1950 amendments are substantial in 
scope and, when taken together with the 
changes made to the old-age and survivors 
insurance program, should have a profound 
effect on the state-federal assistance pro- 
grams. State and federal assistance agencies 
will need time to work with these amend- 
ments before their exact effect can be as- 
sayed and future trends determined and 
changes planned. 

Several respects in which the state-federal 
assistance programs are deficient and in 
need of improvement are now well known. 
Assistance programs financed from state 
and federal funds still fall short of the 
objective of being available to any needy 
person. The new program for the perma- 
nently and totally disabled will meet some 
of the needs of persons previously not cov- 
ered by a state-federal program. There are 
many disabled persons, however, who are 
equally in need but who are not perma- 
nently and totally disabled and who will 
not be aided under the new program. These 
individuals will be dependent upon state 
and local general assistance programs. In 
a number of states these programs are far 
from adequate and in some areas non- 
existent. 

We also know that the direct payments 


for medical care, potentially, can be an 
important part of the assistance program. 
This plan cannot achieve its potential, 
however, without some additional money 
from the federal government either in the 
form of a separate provision in the formula 
governing the federal share for medical 
expenditures, or in the form of an in- 
creased average maximum on the assistance 
payments. Without such provisions, the 
usefulness of the new amendment to make 
direct payments for medical care will be 
limited, To the extent that states divert 
money from supplying maintenance needs 
to paying for medical care, the new amend- 
ment might actually reduce the amount 
of money available for meeting mainte- 
nance needs. With additional money, the 
medical care amendment can do a great 
deal to meet medical costs not now met 
by other programs such as health or 
rehabilitation. 

In this statement, I have attempted to 
analyze the new amendments and to evalu- 
ate their effect on the public assistance 
programs. Although the new amendments 
leave some deficiencies uncorrected, they 
have advanced the programs considerably 
and should result in a considerably im- 
proved state-federal plan for meeting the 
assistance needs of people. 


Criteria for Defining Program and Emphasis in the 
Family Agency 
Frances H. Scherz 


Mrs. Scherz is Casework Supervisor in the Jewish Family and Community Service of Chicago. 
Her paper was presented at the Biennial Meeting of the Family Service Association of America in 
New York, November, 1950. 


To sAY THAT THE private family agency 
has always accepted two major responsi- 
bilities to the community—direct service to 
individuals and families by the practice of 
casework; and service by participation and 
leadership in community-wide planning 
and social action for human needs—is to 
repeat the very reasons for the existence of 
any family agency and to state its program 
in the broadest terms. At any given time, 


the specific program of the family agency 
in a particular community is conditioned 
by its historical role and by such variables 
as community needs and resources, and its 
own resources, which include the profes- 
sional competence of the casework staff and 
certain special services. The program is also 
conditioned by the amount of financial 
support, which reflects the lay community’s 
understanding and acceptance of com- 
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munity need. These variables make for a 
dynamic family agency program in a 
dynamic community structure. 

In finding its way among these dynamic 
variables, the family agency has learned 
that part of its relationship to the com- 
munity is the responsibility for improve- 
ment of its own casework methods. These 
affect the kind of service the agency gives 
and, therefore, the definition of its own 
role to the community. Another part is 
the responsibility for helping to determine 
what other community resources need to 
be developed, and for participating in their 
development. This implies similar diag- 
nostic responsibility for individual and 
community needs. Quantitatively, the 
private family agency’s ability to help peo- 
ple always has been exceeded by the amount 
of need existing in a community. Its 
strength, however, in demonstrating, 
through experimentation, what the needs 
of people are, and its insistence on holding 
to certain basic principles in meeting these 
needs, are reflected in the growing aware- 
ness by other community programs of how 
social needs affect human behavior and in 
their assumption of responsibility for the 
ways in which these needs must be met. 
We see the realization of these philosophic 
concepts most clearly in public agency ac- 
ceptance of responsibility for basic main- 
tenance needs, and, in some communities, 
for extension into other areas of social 
need. 

As public agencies have accepted respon- 
sibility for many social needs, as other 
private resources have been developed to 
meet certain specific social needs, and as 
the private family agencies have worked 
on refining their casework practice, it has 
become clear that the role and function 
of the family agency are at present most 


clearly defined in the area of helping people | 


with psychosocial problems. By this is 
meant casework service to individuals and 
families whose difficulties predominantly 
are caused by and related to the interaction 
between internal conflict and functioning 
in the social environment. For the most 
part, people come to the family agency 
with requests for help with difficulties that 
show themselves in social functioning. In- 
creasingly, other people are also coming 
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with problems that are largely internalized, 
problems of personal unhappiness that are 
not necessarily reflected in specific social 
malfunctioning. Their needs, following 
diagnostic consideration, may require essen- 
tially the use of special social services or 
help essentially with intrapsychic conflicts, 
As a broad criterion for programing, it 
seems to me that while the family agency 
does, in the main, relate its program to 
meeting psychosocial needs and has respon- 
sibility for and competence in meeting 
problems that require primarily the use of 
social resources, it also has responsibility 
for and is developing increasing competence 
in meeting needs arising primarily from 
intrapsychic conflict. 

I shall turn now to a discussion of some 
specific criteria for defining the role and 
function of a family agency from the view- 
point of direct service to people and of 
participation in community planning. 

The over-all objective, purpose, or goal 
of casework practice is to improve the well- 
being of the individual family and to 
facilitate its social productivity. Because 
of its orientation to other programs and 
sources of help, in addition to its own, 
casework practice in a family agency has 
three major casework services to offer: (1) 
casework diagnostic service; (2) casework 
administration of social services; (3) case- 
work treatment service. All have their 
place within the framework of casework 
practice and require responsible considera- 
tion and examination by the casework and 
administrative staff of the agency. 


1. Casework Diagnostic Service 

The family agency, by virtue of its special 
skills in understanding a variety of requests 
and a variety of human needs—skills it has 
acquired in its long history of being family- 
centered—is the logical core within a com- 
munity for diagnostic service to the com- 
munity. The philosophical base on which 
a casework diagnostic service rests requires 
that every individual or family that applies 
to the family agency be given full considera- 
tion in the light of needs, irrespective of the 
specific nature of the request. A service of 
this kind excludes consideration of requests 
on categorical bases, such as economic diff- 
culties, child-parent problems, homemaking 
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needs, and so on. From the viewpoint of 
programing, the emphasis is on the per- 
son and his needs, unexpressed as well as 
expressed, and the service is limited only 
by the family agency’s physical capacity in 
terms of the numbers it can serve. 


Service to Individuals 


The immediate purpose of casework 
diagnostic service is to understand the 
person and his needs in order to enable 
him and/or his family to make maximum 
use of appropriate available community 
resources, including those of the family 
agency. He must be helped to present his 
difficulty as spontaneously as possible, with 
the caseworker taking responsibility for 
directing the flow of material by significant 
comments and questions. In_ practice, 
effort is directed toward the following: (1) 
an understanding and identification of the 
need; (2) determining whether or not a 
remediable problem exists; (3) determining 
whether or not the problem that the per- 
son presents requires the use of resources 
within the agency, outside the family 
agency, or a combination of both. Active 
consideration of the foregoing factors leads 
to making responsible recommendations 
and to taking responsible action. 

The technical aspects of the casework 
diagnostic service require a systematic way 
of working which leads to at least a tenta- 
tive diagnostic formulation and to a plan. 
This diagnostic study covers the following 
main areas of investigation: 

1. Appraisal of the client’s personality 
and his situation in relation to current 
functioning in his social setting. This 
requires: (a) a picture of the person’s 
reality situation to determine how appro- 
priate are his requests and his activity in 
relation to his reality; (b) understanding of 
dynamic psychological factors; that is, some 
understanding of major motivations under- 
lying current and past behavior and func- 
tioning, and of kinds of defenses, in quality, 
quantity, and appropriateness, in order to 
appraise psychological strengths and weak- 
nesses in current social functioning. 

2. Appraisal of psychological factors in 

1See Cora Kasius (ed.), A Comparison of a 
nostic and Functional Casework Concepts, Family 


Service Association of America, New York, 1950, 
p- 16. 


the personality structure leading to at least 
a gross clinical formulation. This involves 
knowing the history of the presenting prob- 
lem, including the description and back- 
ground of symptoms; the history of past 
physical and mental health; the develop- 
mental history (particularly in children); 
and the relation of all the foregoing to 
known psychiatric clinical entities. 

3. Appraisal of family equilibrium, in- 
volving knowledge of interpersonal rela- 
tionships, especially within the family 
group, and gauging how casework activity 
may affect family balance. 

4. Appraisal of the client’s willingness 
and accessibility to work on his problem. 
This may include the person’s ability to do 
something concrete to modify the situation, 
or his capacity to be relieved from anxiety 
in order to improve his social functioning. 
It may include his capacity to reorganize his 
functioning at a more mature level. 

In practice, the exploration of these 
areas, by client and caseworker, will vary in 
depth according to the needs of the person 
and his problem. While the starting point 
of the inquiry is the client’s initial request, 
and while he may choose to limit the diag- 
nostic study as this relates to other aspects 
of his problem, the intent and the skill of 
the caseworker should be directed to a more 
extensive understanding. It is understood 
that the diagnostic process always must be 
a continuing one in cases for which the 
family agency offers continuing casework 
help. A positive relationship is the medium 
through which the caseworker helps the 
client to engage as freely as possible in 
examining and understanding the various 
aspects of his problem, but the development 
of the relationship is not the primary focus 
at this point, as it may become later in 
treatment. There are usually constructive 
benefits to the person or family from active 
and responsible consideration of requests 
and needs during the diagnostic study. 
These are natural and desirable con- 
comitants of the experience of examining 
one’s needs with a professional person, but 
they are not, in a strict sense, treatment. 
The intent of the caseworker, at this point, 
is to understand rather than to treat.2 A 


2 Ibid. 
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casework diagnostic service is essentially 
evaluative and provides the only profes- 
sional basis for next steps in planning with 
the person and family. The result may 
be interpretation of, and help or advice in 
the use of, other community resources. The 
plan may include continuing in the family 
agency for the use of casework administra- 
tion of social services. It may include a 
plan for treatment and for the auspices, 
whether in or outside the family agency, 
under which this treatment may be 
undertaken. 


Service to Community 


This diagnostic service, which belongs in 
a family agency, is an essential prerequisite 
to appropriate use of other community re- 
sources. By virtue of accumulated expe- 
rience in seeing and understanding a great 
variety of human needs, the family agency 
has unparalleled knowledge of unmet and 
emerging community needs. Data on these 
needs must be responsibly identified, 
organized, and presented to the appropriate 
community planning body. It follows that 
the community planning body must learn 
to seek from the family agency such data 
as will show existing unmet needs and new 
needs. The community planning body may 
charge the family agency with the initiation 
of special projects, under its own auspices, 
in order to demonstrate unmet or emerging 
needs, and in order to pioneer in showing 
effective ways of meeting these needs. The 
family agency may join in co-operative 
ventures with other agencies for the same 


purpose. 


Services Emerging from Diagnostic Study 


This diagnostic service is also the pre- 
requisite to the use of resources on a con- 
tinuing basis within the family agency. 
These resources include special services and 
the skills of casework staff. The use of 
special services as an end in themselves, fol- 
lowing diagnostic study, I am calling “case- 
work administration of social services.” 
Another term used in describing those situ- 
ations that require primarily the use of 
social services and one more commonly 
known in the field is “social treatment.” 
The broad criteria for the selection for 


Social Casework 


continuing service in the agency are the 
diagnostic evaluation of need, the avail- 
ability of the service in the agency, and the 
casework skill to administer these services, 

The use of casework skills, following 
diagnostic study, for needs that require help 
with psychosocial difficulties, or that re- 
quire help primarily with intrapsychic 
conflicts, I am calling “casework treatment 
service.” The broad criteria for the selec- 
tion of these cases are the diagnostic evalua- 
tion of need and the availability of 
competent casework staff, with appropriate 
casework treatment skills. 

According to treatment aims, the avail- 
ability and effective use of psychiatric con- 
sultation are additional criteria for accept- 
ing certain cases within this group. 

The only limitation in offering either 
casework administration of social services 
or casework treatment service, when indi- 
cated diagnostically, is the physical capacity 
of the family agency. 


2. Casework Administration of Social Services 


Family agencies have a long and rich 
history in developing social services that 
have become at a later date the recognized 
and accepted responsibility of other com- 
munity agencies. At present, many family 
agencies, in relation to community needs 
and resources, offer a variety of services, 
such as financial assistance for special 
groups (for example, displaced people), 
homemaking service, nursing and foster 
homes for the aged, camps for children, and 
so on. These services are offered on the 
basis of full diagnostic study. The selection 
of cases for this continuing service in the 
family agency is in relation to specific social 
services available at a given time in a par- 
ticular family agency. 

‘When it is determined that the person’s 
needs require the use of only these special 
environmental services, the family agency 
should use its social resources on a continu- 
ing basis. There is often resistance to be 
worked through in the use of a social serv- 
ice; feelings are involved during the process 
of examining the person’s needs, and case- 
work skills are essential to helpful service. 
In the casework administration of social 
services, the specific resource is used as an 
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end to meet a reality need. The differential 
factor between casework administration of 
social services and casework treatment 
service is that, in the former, the need calls 
for a specific social resource that has not 
as yet become available in the community 
at large. The person or family is not in 
need of—or cannot or should not use— 
casework treatment, which implies that the 
rson needs help with difficulties that are 
psychologically based or conditioned. 

The family agency may offer these 
special services to identify and to demon- 
strate ways of meeting unmet social com- 
munity needs; to interpret to the com- 
munity the values and methods of social 
casework practice in the administration of 
social services; and for the purpose of work- 
ing toward these services being taken over 
by other existing or to-be-developed re- 
sources within the community. As new 
needs emerge, the family agency has a 
continuing responsibility to determine by 
new special projects what the need is, its 
extent, and effective ways of meeting it. 


3. Casework Treatment Service 


As indicated previously, criteria for pro- 
graming in the area of casework treatment 
service of the family agency are conditioned 
by the skills of the casework and the super- 
visory staff, and by the availability and 
effective use of psychiatric consultation. 

Casework treatment is a systematic effort, 
following diagnostic study, to influence 
constructively, toward an agreed upon goal 
between client and caseworker, attitudes 
and behavior of individuals and families 
which are impairing or may impair their 
functioning in the social environment. 
Thus casework treatment is directed toward 
needs that are psychologically conditioned. 
It is concerned with deviant or pathological 
behavior and attitudes that already exist 
and show themselves in social functioning. 
Casework treatment is also concerned with 
deviant or pathological behavior that may 
emerge in time of crisis. This latter aspect 
of casework treatment, the preventive as- 
pect, is concerned with the prevention of 
regression or further breakdown. It is 
concerned also with preventing the develop- 
ment of pathological attitudes arising from 


| 
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traumati¢ incidents, and of problems in 
some other member of the family who may 
be exposed to pathology in the family or 
social environment and who may need 
treatment or may indirectly derive benefits 
from work with another member of the 
family. This definition of casework treat- 
ment is based on the theory that the de- 
mands of reality either expand or contract 
the ego’s capacity to integrate, and that 
through treatment this capacity can be 
maintained, expanded, or changed. 

One of the great strengths of the family 
agency is that it is family centered. The 
use of continuing diagnostic study is re- 
quired in order to determine which mem- 
ber or pars of a family will or will not 
become! direct clients; to shift emphasis 
from one member to another during the 
course of treatment; and to select different 
treatment aims and techniques for various 
family members. It is essential always to 
keep in mind the effect of casework treat- 
ment on family balance. It is understood 
that special social services, within or out- 
side the family agency, may be used as part 
of a casework treatment plan. 

The specific criteria for selection of 
treatment, cases in a family agency are 
based on those aims, methods, and tech- 
niques that are within the present area of 
competence of casework skill. The two 
main treatment aims are: the maintenance 
or reinforcement of current social func- 
tioning, and the modification of behavior 
and attitudes in relation to current social 
functioning. 

Let us consider the methods and tech- 
niques used in implementing both these 
aims. The method used in those cases 
where the aim is the maintenance or rein- 
forcement of current social functioning can 
be described as ego supportive, that is, help- 
ing the person to stabilize and utilize exist- 
ing strengths.® 

Supportive techniques include reassur- 
ance, advice, helping the person to use the 
ego strengths of the caseworker, direct 
intervention in the environment when in- 
dicated, and helping the client to accept or 
to modify the environment through the use 


SLucille N. Austin, “Trends in Differential 
Treatment in Social Casework,” JOURNAL OF SOCIAL 
Casework, Vol. XXIX,\No. 6 (1948), p. 203. 
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of constructive social experiences. The 
caseworker, through an accepting attitude, 
may relieve guilt and anxiety in order to 
help the person to mobilize or maintain the 
healthy part of the personality. While the 
quality of the relationship essentially is 
positive, the transference aspects of the rela- 
tionship must be understood (although not 
interpreted) by the worker in order to make 
possible the specific selection of techniques 
to be used. 

This method is particularly suitable 
where the potential integrative capacity of 
the ego is limited, or where the defection 
of the ego is temporary. It is the method 
used when the pathology is of an irreversi- 
ble nature or the risks of dealing with the 
pathological condition are great. Psycho- 
logical improvement and increased social 
functioning often occur with relief from 
anxiety, with resultant beneficial effects for 
other members of the family. 

Next let us look at the methods and 
techniques that are used where modifica- 
tion of behavior and attitudes in relation to 
current social functioning is the treatment 
aim. In these cases the two major methods 
are: (1) redirecting ego adaptations in 
order that social functioning can be im- 
proved, and (2) changing basic ego adapta- 
tions in order to effect some reorganization 
of the personality so that social functioning 
can be improved. 

The first method is related to change 
within the existing personality structure, 
that is, treatment effort is directed toward 
helping the person to operate more com- 
fortably and adequately, without the intent 
of necessarily affecting his basic personality 
organization. The techniques include clari- 
fication of the individual’s behavior and 
symptoms by enabling him to separate 
those attitudes that are psychological in 


nature from reality difficulties in the social _ 


environment,‘ through a process of detach- 
ment of the ego, in order to develop under- 
standing of deviant current behavior pat- 
terns that are creating difficulties in the 
relationship to the social or physical en- 
vironment. The techniques also include 
selected interpretations of attitudes influ- 


4 Edward Bibring, M.D., in Discussion at “Psycho- 
therapy and Casework” Symposium, JOURNAL OF 
SoctaL Casework, Vol. XXX, No. 6 (1949), Pp. 259. 
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encing current adaptive behavior. This 
means that the person is helped to become 
aware of the nature of his emotion in a 
given situation, of the factors that produce 
his irrational reactions, and of the discrep- 
ancy between his attitude and reality de- 
mands. In order to do this, the caseworker 
needs knowledge of the genetic level of 
the person’s problems, although the inter- 
pretation is always based on a translation 
of infantile drives into current social atti- 
tudes. The individual may become aware 
of a connection between current and past 
experience, but the interpretation is not 
aimed at a resolution of his attitudes 
toward the primary source of difficulty. 
The person is helped to learn to avoid, to 
take measures to protect himself against, 
and/or to identify consciously and to con- 
trol, those attitudes and reactions that 
impair social functioning. 

Treatment becomes effective by growth 
experience through the use of the transfer- 
ence as a corrective emotional experience 
and as the person tests his new awareness 
of himself through positive experience in 
life situations.5 The transference aspects 
of the relationship need to be understood, 
in both positive and negative implications, 
and to be interpreted when they interfere 
with the treatment process. This inter- 
pretation generally is limited to specific 
current behavior and attitudes that inter- 
fere in gaining new or increased self-aware- 
ness. As emotion is discharged through the 
development of the relationship, as the 
person gains awareness of typical reaction 
patterns that are harmful, and as he is 
helped to make use of positive life expe- 
riences, the ego expands and makes perma- 
nent gains in social functioning. 

In casework practice we generally focus 
our treatment on the aim of redirecting ego 
adaptations. Whether a person can modify 
his behavior and attitudes by gaining and 
using insight into his current irrationality 
alone, or by re-experiencing and under- 
standing some of his infantile drives and 
thereby changing some of his basic ego 
adaptations, depends on continuing refined 
diagnostic study, on treatment trials that 
test the person’s ability to improve his social 


5 Austin, op. cit., p. 207. 
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functioning by the method of redirecting 
ego adaptations, and by indications or con- 
traindications in family balance. It is hoped 
that in the future it may be possible, by a 
refined analysis of cases in family agencies, 
in collaboration with psychiatrists, to de- 
velop more precise and specific criteria in 
order to determine the appropriate treat- 
ment method. 

With these crude criteria in mind, let us 
examine the method of changing basic ego 
adaptations in order to effect some reorgan- 
ization of the personality so that social 
functioning can be improved. The pur- 

se is to increase and change the ego’s 
ability to deal with the problem. The main 
technique, in addition to those presented 
for the method of redirecting ego adapta- 
tions, is that of interpretation of certain 
genetic factors in the specific infantile 
psychosexual context which are directly 
responsible for the social difficulty. In ad- 
dition to developing insight (into current 
behavior and attitudes only), it may be 
necessary for the individual to discharge, 
understand, and work through specific 
emotions related to the origin of difficulty 
in order for him to gain control over his 
functioning. 

The main technical problems center 
around selection of appropriate cases, selec- 
tion of the central problem to be brought 
under treatment, and development of 
specific appropriate interpretative tech- 
niques. At present, the technique in case- 
work treatment is restricted to uncovering 
and interpreting limited and specific re- 
pressed material that is dynamically opera- 
tive in the person’s current adaptive 
behavior. Treatment is visualized, at this 
time, as being directed toward those situa- 
tions where the area of current adaptation 
can be appropriately circumscribed, and 
where it is, therefore, possible to isolate 
thematically the more prominent psycho- 
dynamics of the personality. 

The transference aspects of the relation- 
ship are used to help the person understand 
his irrational impulses—how they arose in 
the past and how the present situation 
differs—so that he may modify his behavior 
accordingly.* Specific positive and negative 


¢ Austin, op. cit., p. 210. 


transference attitudes toward the case- 
worker are interpreted to facilitate insight 
into current and past irrationality. As the 
person becomes aware of the specific nature 
of the irrationality and of the underlying 
motivations, further emotion is discharged, 
relevant memories are recalled, new insight 
is acquired, leading to greater personal 
maturity and better social functioning.” 


Summary 


Casework treatment that is goal directed 
implies that the caseworker takes active 
responsibility for methods and techniques 
used in implementing the treatment aim 
with the client’s conscious and active par- 
ticipation. It is understood that all aims, 
methods, and techniques may shift during 
the course of treatment, depending on con- 
tinuing diagnostic study and evaluation of 
the treatment plan. While the individual 
member of a family is the direct focus of 
treatment, family needs and balance are 
always an integral and continuing part of 
the diagnostic study and treatment plan. 

Certainly, psychiatric consultation is ad- 
visable, at present, for help in the diag- 
nostic process and in selection of treatment 
aim and method. Caseworkers have become 
increasingly competent in diagnosing and 
treating those people and their situations 
that require maintenance of current social 
functioning or redirection of ego adapta- 
tions. The closest collaboration between 
caseworker and psychiatrist is required for 
the treatment aim of changing basic ego 
adaptations. 

From the viewpoint of programing in a 
family agency, in order to meet the treat- 
ment needs of people who require some 
basic reorganization of the personality for 
better social functioning, it is necessary for 
the family agency, in collaboration with 
schools of social work and psychiatrists, to 
take responsibility for providing appropri- 
ate special training for the casework staff. 

I have attempted to describe those cri- 
teria for program and emphasis which, I 
believe, relate to any family agency. The 
family agency in some communities is in a 
more advantageous position than in others 

7Irene M. Josselyn, M.D., “The Caseworker as 


Therapist,” JouRNAL OF SoctaL Casework, Vol. 
XXIX, No. 9 (1948), p. 351- 
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to meet its two major responsibilities: direct 
help to people, through casework diagnostic 
service, casework administration of social 
services, and casework treatment service; 
and participation and leadership in com- 
munity planning and social action. 
Through special projects in the casework 
administration of social services, the family 
agency attempts to meet its traditional and 
generic responsibilities—family centered in 
its specialization, and community centered 
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in its identification of new and unmet social 
needs and in demonstration and interpreta. 
tion of ways of meeting these needs. The 
richness and variety of other community 
resources should make it more possible for 
the family agency in such a setting to 
work carefully on the selection of cases for 
its own casework treatment service, thereby 
refining casework methodology in the in- 
terest of better service to people in the 
community. 


Impact of Community Needs on Casework Policy 
Ruth Chaskel 


Miss Chaskei is Associate Supervisor, Family Division, of the Brooklyn Bureau of Social Service 
and Children’s Aid Society, Brooklyn, New York. Her paper was given at the New York State 
Welfare Conference, in New York, November, 1950. 


ORGANIZED PRIVATE FAMILY SERVICE looks 
back upon an enviable history of over one 
hundred years. As an institution it has gone 
through many stages, adapting itself to the 
changing temper of the times, growing with 
the needs of the community, and continu- 
ally learning by experience. Originally we 
were concerned with “the poor,” and with 
an effort to teach them to adopt a “better 
life”; and we hoped to achieve change by 
advice and environmental manipulation. 
Our strivings earned us perhaps respect, but 
certainly not love, and as we observed the 
results of our endeavors as social workers 
we became uneasy with our methods of 
working. We turned to science and de- 
veloped a body of professional knowledge; 
now the practitioner can be justifiably 
proud of the fusion of perceptive skill with 
the systematically formulated concepts and 
the understanding which we have achieved. 


We have enriched our own profession by _ 


borrowing from psychiatry and psychology, 
taking over from these disciplines insight 
into behavior symptoms and a grasp of the 
dynamics of interpersonal relationship and 
of personality structure. Above all, we now 
stand committed to a democratic respect for 
the rights of the individual. Our associa- 
tion with the people we serve is one of 
shared partnership. 

Social casework growth, from well-inten- 


tioned manipulation of people’s lives to 
constructive helpfulness that employed the 
client’s own motivations, was slow and 
painful, extending as it did over many 
decades. It is not surprising, therefore, that 
in our eagerness to make full use of the 
new approach, caseworkers sometimes 
tended to apply soundly conceived generali- 
zations as though these were rigid princi- 
ples. We spoke with a certain glibness of 
the client’s “inalienable right to make or 
mar himself” and on the whole put entirely 
upon him the responsibility for using or 
rejecting the service we had to offer. Ifa 
client could not or would not “co-operate” 
with the agency, the caseworker was careful 
not to intrude. We were too self-consciously 
aware of what in retrospect we now call our 
“presumptuous” past. In this way it was— 
and often still is—very hard for us as case- 
workers to integrate into our professional 
Orbit a concern with total social community 
needs. For a time we were actually proud 
of our ivory tower, scornful of environ- 
mental manipulation, shrinking away from 
the responsibility for a more active concern. 


Social Work as a Community Service 


This paper describes the progression of 
one family and children’s service from a 
fairly exclusive consideration of client 
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aspirations to a more comprehensive feeling 
of responsibility to the community as a 
whole, always remembering that the indi- 
vidual is a part of society. Social work is 
a community service, serving society in its 
totality as well as the people who compose 
it, and to be effective the profession must 
achieve integration of these aims. As a 
casework agency we give help to people 
with problems affecting their interpersonal 
relationships, and in the same way we now 
extend service to persons whose intercom- 
munity relationships are at odds. The 
innovation is that we do so now, both at 
the client’s and at the community’s request. 

In our agency, as in most casework 
agencies, we had been proud of the philoso- 
phy we had evolved of using the client's 
initiative in his search for consultation. 
The possibility that a parent who came 
unwillingly to the agency, because of com- 
munity pressure, might in time come to the 
point of using help for himself, was a new 
experience to the casework staff, and work- 
ing toward this goal put to a real test ad- 
ministrative and supervisory skills. The use 
of authority, in a profession that had so 
heavily relied upon the free will of those 
making use of it, was a fundamental change 
that put uneasiness and fear into many a 
caseworker’s heart. The fact that the 
Brooklyn Bureau of Social Service and 
Children’s Aid Society was able to reorgan- 
ize professional thinking in this connection 
within the agency was due in large part to 
the challenge presented by the New York 
City Youth Board. It is equally true that 
it could not have attained the momentum 
it did without the firm convicition and 
objective of community service which have 
always permeated the agency. 


Project with Youth Board 


The Youth Board is charged by law with 
combating delinquency in danger areas 
throughout New York City. Rather than 
establish its own treatment centers in 
Brooklyn, it decided to extend its facilities 
through the use of existing agencies by 
payment to them for Youth Board referrals 
on a case by case basis. Since the Youth 


Board is legally accountable to the public 
for the expenditure of funds, it has the 


right to review the work of the treatment 
agency. Youth Board referral units receive 
notifications from community sources, such 
as schools and housing projects, regarding 
families in which the child presents a prob- 
lem; they in turn select the proper treat- 
ment agency and make a referral to it. 

The Brooklyn Bureau was aware that 
adolescent delinquency was a mounting 
problem of concern to the community as 
a whole. Charged with contractual respon- 
sibility, the staff felt keenly a community 
obligation to help combat the problem at 
its roots. The problem children of today 
are often the trouble makers, if not the 
court cases, of tomorrow, and we were con- 
vinced that preventive measures were a wise 
investment of the society’s time and efforts. 
A family agency, in our opinion, also has 
the protective function of working with a 
family about the “little troubles” of life 
without waiting for the full-blown crisis. 

As the program with the Youth Board 
got under way, it soon became evident that 
there was a good deal of resistance among 
this particular potential client group. Out 
of the first forty cases sent by the referral 
units to the Brooklyn Bureau, only about 
one half responded to an appointment let- 
ter from the agency and many of those 
who appeared for the first interview were 
hostile in attitude. According to the tradi- 
tion of client self-determination, the agency 
might well have dropped these cases. That 
this was not done was due to several con- 
siderations. Above all, the agency had a 
firm conviction regarding the value of its 
service and judged that the client had the 
right to an interpretation of this service 
from an agency representative. Experience 
has shown that the use of another agency 
as an intermediary is not a very successful 
means of interpreting the services the 
agency can offer. Another consideration 
was the fact that the Youth Board offices 
were set up in the most underprivileged 
areas of Brooklyn and the parents con- 
cerned constituted a group that had been 
buffeted from pillar to post. They were 
insecure individuals, gravely threatened by 
the approach of a social agency, generally 
frightened lest their children be taken from 
them, and quite often reduced to apathy. 

In accordance with our feeling of com- 
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munity obligation, when follow-up through 
letters was unsuccessful, we wrote the client 
announcing a home visit. This retaining 
of agency initiative put the caseworkers’ 
skills and abilities to a severe test. In the 
long run, however, the staff was rewarded 
by an increased sharpening of skills. Above 
all, they found a sense of achievement 
which greatly compensated for the difficul- 
ties. For years, persons in the social work 
field had talked broadly about the im- 
portance of prevention. With the signing 
of a Youth Board contract we were faced 
with the immediate need of “doing some- 
thing about it” on a scale much greater 
than an occasionz! case. That which had 
been started as an experiment devel- 
oped into a successful and worth while 
demonstration. 

Prior to setting up its referral units, the 
New York City Youth Board had sponsored 
an extensive survey of conditions in a se- 
lected area of the Bronx. Like a thread, 
there goes through this report of key lay 
and professional people, the strong convic- 
tion that “the focal point in the prevention 
of juvenile delinquency lies in the home 
and family.” Also highlighted is the prob- 
lem of bringing together client and agency, 
since many parents were unable to take 
initiative and “usually those needing help 
the most are the least able to seek it.” This 
we have found very true and our taking the 
initiative with many of the parents referred 
by the Youth Board has proved definitely 
worth while. We have found, too, that the 
longer we felt free to continue with a par- 
ent in the face of resistance and his wish 
to withdraw, the more often did he in the 
end freely use what we had to offer. The 
A family is a case in point. 

William is the second boy in a low- 
income family of four children. A young- 
ster of average intelligence, he came to the 
attention of the Youth Board through the 
school because of his very disruptive be- 
havior. Though the mother had indicated 
interest in our services to the referral 
worker, she did not respond to appointment 
letters. A home visit was made, at which 
time Mrs. A blamed the school for Wil- 
liam’s troubles, indicating that she was 
doing her best by severely punishing him 
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and thus could be expected to do no more, 
It was obvious that, in spite of her denial 
of the problem, she needed help. The 
worker was encouraged when Mrs. A ac. 
cepted our offer of again getting in touch 
with the school to evaluate the situation 
currently in the light of what Mrs. A her. 
self had said. At the second home visit, we 
reported that the school would have to sus. 
pend the boy unless there was some hope 
of a change in his behavior, and at this 
point Mrs. A could allow herself to take a 
more positive attitude. She could admit 
that the severe punishment she had used 
had not worked, and she then vacillated 
between feeling that her husband was too 
strict and that the child was to blame. She 
continued to minimize her own part in 
the situation and saw the solution in a 
psychiatric examination of William. 

We then told her that the school psy. 
chologist, who had examined the boy, 
had felt that family tensions were at the 
root of William’s behavior difficulties. Still 
Mrs. A did not keep an office appointment 
and we made a third home visit. At that 
time, Mrs. A responded to the worker's 
warmth and her desire to help by telling her 
of the marital discord in the home. She went 
further and encouraged her husband to 
come to the office. When he did so, Mr. A, 
after a period of indecision, requested help 
with his own personal problems. Since then, 
both Mr. and Mrs. A have been working 
with us on the relationship problem within 
the family. They can now frankly discuss be- 
havior problems of the other children, too, 
and get some sense of the dynamics of the 
total family situation. While there are still 
some broken appointments, the A’s follow 
through more and more responsibly. Prog- 
ress is slow and there is a heavy investment 
of agency time. From a long-range point of 
view, however, this preventive work can be 
a sound investment. 

Another example is that of Mrs. H, a de- 
serted mother, whose oldest boy was born 
out of wedlock. When first known to us, 
the family presented a picture of extreme 
physical deterioration. The children were 
dirty, unkempt, and ill-supervised. Mrs. H, 
a rather limited person but with innate 
warmth, found herself at a complete loss in 
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handling the problems growing children 
present; but to the outside world she gave 
a picture of hostile guardedness. She did 
not answer our letters and, when we made 
a home visit, she told us angrily that she 
did not want her children to be taken from 
her. She could not relate to the worker's 
recognition of the many problems Mrs. H's 
situation presented. She did take notice, 
however, when we told her that while we 
had no intention of taking the children nor 
the authority for doing so, we would, at the 
same time, have to set the machinery in mo- 
tion toward better plans for all of them 
unless she could use us to work toward a 
change. It was only then, when Mrs. H saw 
that she had nothing to lose by working 
with us, that she could begin to let her 
guard down. She allowed the worker to 
interview the children and agreed to camp 
placement. The middle child, Irene, had 
shown severe behavior problems and Mrs. 
H consented to a psychiatric examination 
for her. When the oldest boy returned from 
the State Training School where he had 
been sent years before for truanting, Mrs. 
H was, by this time, so identified herself 
with the preventive aspect of our interest 
that she could enlist our help in getting 
George readjusted to home life. She is now 
following through with the recommenda- 
tions made by the mental hygiene clinic for 
Irene. While at first resentful of the work- 
er’s direct approach regarding her own and 
the children’s disheveled appearance, Mrs. 
H is now taking some pride in “cleaning 
up,” and recently came proudly to the office 
in a dress she had made herself. Mrs. H has 
responded well to the direct concern of the 
worker, which was coupled with warmth 
and understanding, and as the positives in 
her situation have been stressed with her, 
she is more and more coming to the point 
where she is seeking counseling on her own 
initiative and making constructive use of it. 

There was no question that the com- 
munity was ready for this kind of approach, 
which involved an acceptance of responsi- 
bility by the agency to the community, as 
well as to its client, and a willingness to 
initiate contacts when this was indicated. 
All of us must remember, for instance, the 
school principal, who from time to time has 
called an agency despairingly about a severe 


family situation that has come to his atten- 
tion, and whom caseworkers must have 
frustrated by the often fruitless inquiry of 
whether the parent was ready for consulta- 
tive service. 

Both the cases cited above are indicative 
of the severity of the problems we find in 
the community, and they highlight the 
profitable investment of agency time and 
effort. In the H family, the oldest boy had 
already been committed to a State Training 
School and there was every indication that 
the younger children would have followed 
his path but for this kind of casework inter- 
vention. This is illustrative of the agency's 
experience with a number of cases, and has 
validated our holding to the right of going 
out to the client, both in the family’s and 
in the community's interest. 


Use of Protective Agencies 


What of the client who is so detached 
that he can neither enter into a casework 
relationship nor respond to the use of a 
direct approach in the voluntary setting of 
the family agency? We have come to the 
conviction that in the small percentage of 
such situations, referral to agencies whose 
setting is primarily authoritative, such as 
the Society for the Prevention of Cruelty to 
Children, should be made. In most in- 
stances it is likely, as experience so far has 
taught us, that the parent will respond 
positively when he understands the choice 
between official action and the opportunity 
of working matters out on a voluntary 
basis. Oftentimes, on the other hand, a 
harassed parent can be given enough 
strength through casework contact to en- 
able him voluntarily to seek the protective 
help of the official agency, such as the 
Children’s Court. In other instances, 
this is not feasible and an authorita- 
tive agency may have to be called in to 
prepare the case for court by means of 
investigation. 

An illustration of this is the case of Mrs. 
C, who for years had suffered from the abuse 
of a drunken and irresponsible husband to 
whom she was nevertheless strongly tied. 
Mrs. C talked helplessly of separation but 
in the last resort could never bring herself 
to this step. In the meantime, the growing 




















children were despairing of life—truanting 
because of their hopelessness and in serious 
danger of delinquency. The oldest girl, 15, 
had made two suicide attempts. Mr. C re- 
fused to talk it over with the caseworker 
but Mrs. C agreed that something had to be 
done. Unlike some other clients, she could 
not work through her own problems suffi- 
ciently to seek court action herself, but she 
could co-operate in an investigation by the 
Society for the Prevention of Cruelty to 
Children, which meant that the court would 
get all necessary information because of this 
agency’s official relationship with the court. 


Summary 

In this imperfect world of ours, we all too 
frequently find a parent faced with a diffi- 
cult reality problem not of his own making. 
New York schools are overcrowded and 
teachers often overworked to the point 
where they cannot give needed individual 
attention. Many a parent is right when he 
says that in a better school his children 
would not be so unruly. Bad housing con- 
ditions, periodic unemployment, and sub- 
sistence-level public assistance all play their 
share in contributing to family breakdown. 
Granting these shortcomings in our society, 
we know that the individual who wants to 
lead a full life must learn to make an ad- 
justment to the world as it is. No parent 
can change the school system, let us say, 
from one day to the next. As an agency 
staff we have the responsibility of working 
toward better community facilities and 
higher standards, and letting our client 
group know that we are doing this. We 
are, for example, attempting an interpreta- 
tive job with the schools our clients’ chil- 
dren attend and in selected instances we 
have been successful in helping a family 
obtain emergency housing. Clients them- 
selves can be encouraged toward positive 
social action within the range of possibili- 
ties open to them. In the short run, how- 
ever, limitations must be accepted. Here 
again, whenever we have been unable to 
reach the client in any other way, we have 
used the direct approach of telling him 
that he was expected to do his utmost within 
the reality situation. 

There is another lesson we have learned, 
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or perhaps relearned, since taking on Youth 
Board contracts. This is the importance of 
close co-operation among the different agen. 
cies interested in the client. Too often, in 
the more recent past, specialized agencies 
working in their individual capacities have 
tended to be oblivious to the client as a 
total person and of the help one agency can 
give the other. If the community aim js 
geared toward prevention, protection, and 
rehabilitation, agencies must be prepared 
to be flexible and imaginative not only in 
the use of their own resources, but also of 
each other. 

Sometimes the sudden impetus of outside 
stimuli is needed to revitalize capacities 
within the agency which have become dor. 
mant and inactive through disuse. This is 
what happened when the New York City 
Board enlisted our co-operation in the fight 
against juvenile delinquency. The Brook- 
lyn Bureau’s ability to rise quickly to this 
challenge was, as we have seen, due to strong 
conviction of service to the community in 
its totality. Such consciousness does not 
permit of isolationism—neither can it re. 
main confined to a single aspect of our work, 
such as referrals from one source, nor to 
service to a distinct group of clients. The 
staff of the agency, convinced of the validity 
of this approach and its positive implica- 
tions as far as protection and prevention are 
concerned, is now able to broaden the com- 
munity service given. This means a posi- 
tive “going out” to clients, whether referred j 
by the Youth Board or other community 
sources, as well as to the person who comes 
to our doors with a halting request for 
assistance but who is too weak and disorgan- 
ized to pick up immediately on his own. 
In short, as caseworkers, we have developed 
a new aliveness to our responsibility to soci- 


“ety and a greater awareness of the pulse of 


the community. 

Undoubtedly, we can and shall go further 
than we have gone to date; change with 
developing needs is the hallmark of a ma 
ture profession. The core of social work is 
a concern with relationships, with the living 
together of individuals and the interaction 
of the individual and society. Perhaps we 
can think of the voluntary counseling 
agency as a link between the individual and 
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the community. As has been said, “The 
rofession that does not begin with the 
individual does not begin and the profes- 


sion that ends with the individual ends.” 
Maturity is achieved as we learn to con- 
sider ourselves part of a larger whole. 


Helping a Tuberculous Patient to Face Surgery 


Ophelia S. Egypt 


Mrs. Egypt, who is Assistant Professor in the School of Social Work at Howard University, 
Washington, D. C., is at present spending a year’s leave of absence as Probation Officer in the 
Juvenile Court of the District of Columbia. 


SURGERY, WHETHER MAJOR or minor, in- 
volves a difficult decision for any patient, 
and the patient’s psychological readiness 
for an operation is as important as an 
accurate recording of his breathing rate. 
Such readiness requires a mobilization of 
the forces within oneself to face a situation 
that seems to threaten one’s very life. One 
patient may be afraid of death, another of 
crippling or disfigurement, and still an- 
other of increased dependency or disability, 
but for most patients these fears, inter- 
mingled with countless others, will be pres- 
ent to some degree. Surgery is a crisis situ- 
ation, hence it is natural for a person to 
have some conflict in facing this experience. 
It is not unusual for a patient to agree to 
have an operation and then consciously or 
unconsciously evade it in devious ways. It 
is also natural for him to fight against the 
helplessness involved in submitting himself 
to surgery. He may fight against the anes- 
thetic too; for the unconsciousness it in- 
duces is not only symbolic of death but of 
putting one’s life entirely in the hands of 
another person—the surgeon. 


Fears Preceding Surgery 


In working with patients facing surgery, 
I have found that the fear involved in the 
letting go of the will to be in control of the 
self at all times brings about the hardest 
battle the pre-operative patient has to fight. 
This struggle is present even if there is full 
confidence in the medical staff; when this 
confidence is lacking, for whatever reason, 
both patient and caseworker face an addi- 
tional problem. 


For tuberculous patients, even when 
surgery is not involved, there is the com- 
plication of a chronic communicable dis- 
ease with its attendant separation from fam- 
ily and friends and adjustment to living 
in a sanatorium. Each person has his own 
unique reaction to this experience. For all 
patients, however, even those who appear 
to welcome tuberculosis as an escape from 
the too hard reality of living, adjustment 
to months or years of sanatorium care in 
itself creates some problems. Really to put 
oneself into the sanatorium psychologically 
as well as physically, and to become in- 
volved in the process of making full use of 
the sanatorium facilities for cure, is a most 
difficult task. It is a task requiring isola- 
tion from loved ones, with its accompany- 
ing fears: fear of rejection and stigma; fear 
of life and death; fear of the change that 
must take place in the patient himself and 
in his personal relationships during the 
long period of hospitalization. All these 
fears are heightened for the patient who 
faces surgery. 


Case Illustration 


The case of Mrs. M illustrates some of the 
problems of a tuberculous patient facing a 
lengthy period of hospitalization including 
chest surgery, and the role of the medical 
social worker in helping the patient work 
through various conflicts to a decision she 
can sustain. 

Mrs. M, a 25-year-old married woman, 
at the time of admission to the sanatorium 
was living with her husband and their two 
children, ages 5 and 2. She was unaware 
of a pregnancy of approximately three 
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months’ duration. Both she and her hus- 
band had responsible positions in govern- 
ment agencies and were buying their home 
when Mrs. M became ill. She had gone 
voluntarily to the clinic for an X-ray and 
had been told that she had pneumonia and 
would need hospitalization for a few weeks. 
She did not realize that the sanatorium was 
solely for the treatment of the tuberculous. 
Both she and her husband were upset when, 
on her admission, they were told by the 
sanatorium physician that Mrs. M had 
tuberculosis and would have to be hospital- 
ized for several months. They found the 
idea of a long separation as hard to bear 
as the diagnosis. However, they made ade- 
quate plans for the children and Mrs. M 
made a valiant effort to become a model 
patient and concentrate on her cure. 

My contact with this patient began ap- 
proximately two weeks after her admission. 
She was seen in accordance with a plan to 
have a social worker interview each new 
patient and his nearest relative within a 
limited period.1_ Mrs. M had come pre- 
pared to stay the few weeks she thought 
necessary for her recovery. She admitted 
that the first week had been hard for her 
but, at the time of the first interview, in- 
sisted that everything was fine. The chil- 
dren were placed with relatives and her 
husband was visiting regularly and meeting 
his responsibilities adequately. She was de- 
termined to suppress all feeling and to pre- 
sent herself as a strong, intelligent person 
able to make her own adjustment. Mrs. 
M was seen briefly almost every week for 
four months. Throughout the remaining 
three months of the contact the interviews 
were scheduled two weeks apart, except for 
periods of special difficulty when she was 
seen more frequently. 

As the relationship with the caseworker 
developed, Mrs. M became able to discuss 
her real feeling about having tuberculosis 
and the problems this created for her. She 
found it difficult to entrust her husband 
with the major responsibility for the family 


1 The structure was as follows: On a selected 
ward each new patient was interviewed within two 
weeks after admission. This was followed by an in- 
terview with the nearest relative a week later and a 
subsequent interview with the patient two weeks 
after the first. Both patient and relative usually 


came to the social service office for the interviews. 
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which she had always carried. In spite of 
the difficulties he found in carrying his new 
role, Mr. M got sufficient satisfaction from 
it to want to hold on to it; consequently, 
he visited regularly but refused to share 
with Mrs. M any of the problems he was 
facing in her absence. He even minimized 
the importance of her previous financial 
contribution to the family budget. This 
behavior irritated Mrs. M but she was able 
to bring out her anger against Mr. M and 
gradually to release responsibility to him, 

Mrs. M became aware of her pregnancy 
shortly before she had the first of two opera- 
tions; the second operation was recom- 
mended only three weeks after her confine. 
ment. In order to appreciate fully her med- 
ical problems, we must be aware of this 
timing. In the first operation her chief 
motivation was her need to return to the 
home to salvage what she could of her 
former role as the dominant person. Her 
pregnancy interfered with this plan; there. 
fore, she rejected the unborn child, wished 
devoutly for termination of the pregnancy 
by abortion, and spoke of the expected 
baby as “the poor little unwanted thing.” 
The fact that relatives could not take on the 
additional burden of caring for a young ; 
baby increased Mrs. M’s difficulty. She also 
felt tremendous guilt over the infection of 
her 2-year-old son and it was some time 
before she could come to terms with her 
feeling and accept the fact that his tuber 
culosis was so slight that he did not need 
hospitalization and could live a normal life 
with her relatives. The 5-year-old daugh- 
ter frequently used her periodic telephone 
conversations to punish her mother for her 
absence from the home and Mrs. M was 
able to progress, from anger at the child 


and criticism of the relatives for lack of con- | 


trol over her, to a real understanding of the 


‘meaning of this symptomatic behavior. 


Mr. M also showed growth in his use of 
the social worker. In his first contact, he 
waged a battle for control of the interview 
and of his wife’s treatment, but later he 
voluntarily sought help from social service 
in making plans for the new baby. Asa 
result of the second interview, he was able 
to carry through plans that led to satisfac 
tory placement of the child through the 
child welfare agency. 
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Patient's Use of Caseworker before First 
Operation 


Though discussion was held to the specific 
problems brought to each interview, every 
contact was a step in preparation for sur- 

ry, for each resulted in some increase in 
the ability of Mrs. M and her husband to 
accept help from others. There is ample 
material in the record for illustration of this 
movement. However, I shall hold to the 
focus of Mrs. M’s use of social service in her 
efforts to resolve for herself her fear and 
indecision regarding recommended surgery. 

When the removal of one lung was ad- 
vised because of extensive disease on the 
infected side, Mrs. M quickly mobilized 
herself for the operation, projecting most of 
the fear she felt on her husband. During 
this period her anxiety about the children 
mounted also. In the interview preceding 
the operation Mrs. M was able to verbalize 
her fear of helplessness for the first time. 


Mrs. M said the operation would not be hard to 
take if she did not have to depend on a particular 
night nurse. She knew that this nurse would com- 
plain and Mrs. M would not be able to ask her 
for anything. Mrs. M explained that after she had 
the blood transfusion, the doctor told her to call a 
nurse at once if she noticed any swelling, but later 
when her hand became red and swollen, she failed to 
call the nurse. She just could not make herself 
do it. 

I acknowledged how hard it must have been for 
Mrs. M to take help when she was so used to doing 
things for herself but wondered how this fitted in 
with her desire to get well; apparently, she came 
out all right following the transfusion but her fail- 
ure to follow the doctor’s instructions could have 
been serious. She agreed with me and went back 
to her need to do things for herself, citing further 
illustrations of this. I said that Mrs. M seemed to 
be telling me that although she knew that the 
operation was serious, she had made up her mind 
that she could have it, but she could not face the 
thought of being helpless and dependent on others 
as she knew she must be during this experience. 
“That's just it,” she said with feeling. She then 
talked about how afraid she was that she would 
scream—she did not want to carry on as some of the 
surgical patients did. 

I accepted Mrs. M’s feeling and asked what was 
the worst that had happened when other patients 
screamed. She was thoughtful before she replied 
that it was very disturbing. I agreed, adding that 
they had lived through other patients’ screams and 
they would survive hers too. However, her own feel- 
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ings about this were what I hoped she could work on 
more. She did not want to be embarrassed by what 
she might do while she was unconscious. I said 
that it was natural for her to be afraid but could 
she remember, too, that whatever she did would 
be all right? 


Mrs. M was enabled to bring out her 
fear of being on the receiving end of a 
relationship and I attempted to aid her in 
accepting the fact that taking help was 
necessary if she was to achieve her goal of 
getting well. She had always been the 
helper, and saw the helplessness of others 
as a weakness which she dared not risk let- 
ting people see in her; hence her fear of loss 
of control. I helped Mrs. M to accept her 
own feelings so far as possible, while I 
recognized the naturalness of her anxiety 
and gave her assurance that whatever she 
did would not affect my belief in her 
strength. Step by step, she moved to a bet- 
ter understanding of her feeling about tak- 
ing help so that finally she could see that 
this feeling was not altogether related to the 
particular night nurse but would be pres- 
ent regardless of the personality or skill of 
the helper. 

Toward the end of the same interview, I 
attempted to help Mrs. M get ready for the 
concrete things that would happen to her, 
in preparation for surgery, which might be 
upsetting in the light of the feeling she 
had revealed—recognizing the difficulties in 
this for her and giving her my support 
through the plan outlined for future visits. 


We talked about the concrete things that the 
nurses would do that she would not like—shaving, 
having her use the bed pan, and so on. Then I told 
her that I would visit her following the operation. 
She might not know I was there the first time but 
I would come daily to see how she was and 
whether I could help in any way. I would do this 
and would like her just as much whether she 
screamed or not. Mrs. M seemed quite moved by 
this and her eyes dimmed as she rose, expressing her 
thanks. I said, “Good-bye and good luck,” adding 
that I would see her for a moment before she went 
up to the operating room. When I stopped by her 
bed for a brief moment just prior to the opera- 
tion, she seemed quite ready to face it and also 
the helplessness she knew she must endure. 


Mrs. M made a remarkable recovery from 
the operation and with continued support 
from the doctor and from me, carried 
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through her pregnancy to a successful con- 
finement three months later. She was able 
to give the baby up for temporary foster 
placement and to permit her husband to 
take responsibility for this—a big step for 
Mrs. M who found it difficult to relinquish 
any of the responsibility she had previously 
carried. 


Preparation for Second Operation 


Prior to the birth of the baby, both Mrs. 
M and I had been told by the doctors that, 
if all went well, she would be discharged 
three or four months after the confinement. 
She, therefore, was not prepared for the 
second operation. Following confinement, 
the other lung had remained free of disease 
but the doctors decided that collapse on 
the operated side now seemed desirable to 
insure maximum protection for Mrs. M. 
When the ward physician told her of this 
plan, she requested an interview with me 
saying that she had to see me that day. 


Mrs. M came to the office promptly and was more 
upset than I had seen her before. When I asked 
the trouble, she burst into tears and cried silently 
for a few moments before she could get herself un- 
der control. Even then she broke down a couple 
of times later in the interview. She apologized for 
crying and I let her know that I understood how 
hard it was for her to let me see her cry but added 
that it was all right because I knew something ter- 
ribly upsetting must have happened. She told me in 
some detail about Dr. J’s coming in that morning 
and telling her that she had to have a thoraco- 
plasty.2 I expressed my surprise and recognition 
of how upsetting it must be for her to have to face 
this reversal of medical opinion when she thought 
she was ready to begin thinking about going home. 


The interview was chiefly concerned with 
Mrs. M’s feeling about having this opera- 
tion and I tried to help her clarify this. She 
talked at some length about the “surprises” 
she had had to bear because of the inability 
of the medical staff to tell her what was 
ahead, complaining bitterly about this. 
While supporting her in her right to feel 
as she did and the naturalness of this, I sug- 
gested that the doctors believed that she 
could bear anything without getting too 
much upset since this was the only side of 
herself she had permitted them to see. 


2 Surgical removal of ribs to induce collapse. 
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Mrs. M talked of how she had “told Dr. J of 
and cried when he told her about the operation this 
time. She felt guilty about this but, as she ended, 
I said, “Good!” and explained that I meant it wag 
good for her to let the doctors know that she had 
feelings because sometimes they think chiefly about 
the medical side. 

There was some discussion of Mrs. M’s uncertainty 
about the operation and a good deal of movement 
back and forth in connection with this. I brought 
out her probable readiness for it from the point of 
view of the medical staff, and their cautiousness 
about any more than necessary risks. I also recog. 
nized her fear that surgery would mean a longer 
stay in the hospital, her question as to whether she 
could or could not trust the doctors, and her dis. 
like of being helpless again. I told Mrs. M that 
I knew she had a hard decision to make but it 
boiled down to whether, in the face of all she had 
been through, she could bring herself to trust the 
doctors to tell her when she was medically ready 
as far as tests and examinations could show this 
and could trust herself to decide whether she could 
accept surgery at all and, if so, how soon she could 
get herself ready to undertake it. 

Mrs. M knew she had to make up her mind, but 
it was hard to trust the doctors. If they had only 
told her she might have to have the operation she 
would feel better. I replied that I knew that this 
seemed like the last straw and maybe she just 
could not trust the doctors again. She grasped 
this quickly, saying “That's just it,” going on to ask 
how she could know that, after undergoing this, 
they would not be telling her they wanted to 
operate on the other lung. I recognized her fear 
of this and the difficulty in not being able to know, 
reminding her that we can only do what we think 
best at the time but assuring her that there was 
no disease in her other lung. The doctor expected 
it to remain good though there could be no guar- 
antee. We would just have to cross that bridge 
if we came to it. 


Mrs. M then attempted to place respon- 
sibility for the decision on her husband, but 
I reminded her that even though she knew 
he was opposed to the operation, this was 
still something she must decide for herself 


We agreed then that Mrs. M would talk with Dr. 
J again, telling him of her unreadiness and asking 
him about the relative length of time she would 
be expected to stay and her chances of getting well 
with and without surgery. Plans for a limited num 
ber of future interviews were worked out, with Mm. 
M agreeing to try to come to a decision regarding 
surgery within a week and understanding the spe 
cific date set for our next interview. 
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Helping a Tuberculous Patient to Face Surgery 


Mrs. M’s emotional outburst on being 
told of the plan for the second operation 
was partially a result of its being an un- 
expected development in the chain of diffi- 
cult experiences she had had to endure, 
including the previous operation and 
confinement and the present change or dif- 
ference in medical opinion. This latter fac- 
tor she interpreted as the doctors’ failure to 
be honest with her. Such changes, neces- 
sary as they are at times, often undermine 
a patient's confidence in the doctor and 
the worker has to hold to her function of 
helping the patient make his own decision. 
She must neither assume the position of 
defending the sanatorium nor taking sides 
with the patient against it; for either posi- 
tion interferes with the patient’s concen- 
tration on the problem with which he is 
struggling. 

From the point of view of casework 
process, however, the most important dif- 
ference in Mrs. M’s approach to her second 
surgical experience was her increased abil- 
ity to release her feelings and take respon- 
sibility for them as her own. Now, not 
only could she admit her fear and anger 
but she could cry and express her anger to 
the doctor as well as let me see this side of 
herself which she considered so different 
from the pattern of behavior she had be- 
lieved her own. She had always seen her- 
self only as the strong, forceful person who 
could take surgery, tuberculosis, and any 
other adversity in her stride, keeping any 
feeling that would show any other side of 
herself tightly inside or projecting it on 
other more legitimate anxieties such as 
concern for her family. I let Mrs. M know 
that I could accept the “feeling side” as 
well as the other and encouraged her to 
let the doctors see more of it with the assur- 
ance that they could “take it” if she could. 

I also helped Mrs. M to think in terms 
of what information she needed to get from 
the doctor in order to be able to make her 
own decision, reminding her of the fact that 
it was one that only she could make. At the 
end, I proposed a plan for future contact, 
designed to give Mrs. M a time limit for 
her own decision and to help her move 
toward the ending of her contact with me. 

The next day I noticed that Mrs. M 
was being given a blood transfusion and 
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learned that, although no one had told her 
that a time for the operation had been 
definitely scheduled, she had “heard 
through the grapevine” that it was to be 
the following Monday. She stated em- 
phatically that she would not have it then 
and I reminded her that she would make 
the decision and that doctors would wait 
until she was ready if she let them know 
how she felt. 

After verifying the scheduled operation, 
I called the doctor and discussed the situa- 
tion with him, emphasizing Mrs. M’s un- 
readiness, the need for clarity as to the 
medical plan, and the reasons for this 
change. He had shown Mrs. M her X-rays 
which demonstrated clearly the need of 
the operation. I explained that this would 
have been evident to Mrs. M had she not 
organized herself so forcefully against sur- 
gery. He agreed to tell her of the date for 
which the operation was scheduled and felt 
prepared to handle any hostility he en- 
countered. He also understood that I 
would see Mrs. M as soon as possible after 
his conference with her. Following his 
session with Mrs. M, she and I talked briefly 
in my office. A portion of the interview 
follows: 


The doctor told Mrs. M that her operation was 
scheduled for Monday. She suspected this when 
they gave her the transfusion but she told him in 
“no uncertain terms” that she was not going to have 
the operation until she was ready. 

I asked if she had decided yet whether she would 
have the operation or not. She said firmly that she 
was going to have it but she had told the doctor she 
would not have it before the baby was a month 
old and she meant “just that.” When I accepted 
her statement that she definitely would not go to 
the operating room on Monday, she again became 
uncertain. I said that I was glad that she now 
knew she could face the operation if the surgeons 
were willing to wait until she was ready for it. I 
assured her that she could take all the time she 
wanted to do this and did not need to think that 
she had to let anyone, even the surgeons, pressure 
her into it before she was ready. She need not 
fear, either, that they would dislike her or get dis- 
gusted with her if she put them off. The surgeons 
would accept her decision if she felt strongly enough 
about it to let them know that she would have 
surgery as soon as she could get ready. She repeated 
her determination not to go on Monday and I 
accepted this, adding that maybe she would feel the 
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same way Monday but maybe she would change. 
At any rate, I would see her Monday, and I would 
feel the same toward her whether or not she had 
the thoracoplasty. 


In these pre-surgical interviews, the en- 
ergy Mrs. M had used to repress her nega- 
tive and guilt feelings in relation to the 
medical staff and her fear of surgery with 
its attendant helplessness was freed for use 
in making her decision. 

Mrs. M did not have the operation as 
originally scheduled but the next interview 
found her ready to move ahead with 
surgery: 

She thought my understanding of her feeling 
and the doctor’s not pressing her had been respon- 
sible for her moving toward this. She talked warmly 
of my being the only one who understood at first, 
differentiating my acceptance from the attitude of 
the doctors and nurses who seemed to think that 
she was making a big fuss about nothing since she 
had gone through the first and more serious opera- 
tion so readily. 


Having expressed so much negative feel- 
ing against the doctors, and having less 
need to feel guilty about showing this side 
of herself, Mrs. M was able to move to 
a more positive feeling toward the sur- 
geons, the operation, and the help she 
needed from me. In facing her second op- 
eration, she accepted surgery knowing her 
own fear and reluctance to face it and 
the subsequent period of almost complete 
dependency. She had looked at the worst 
that could happen and had deliberately 
chosen the operation; aot chiefly because 
the surgeons thought she ought to have it 
but because her need to fight against it 
and the inevitable period of helplessness 
was no longer her chief motivation. Instead 
there was a yielding to the medical knowl- 
edge of the surgeons with sufficient trust in 
them to accept their recommendation as 
a step she was willing to take toward her 
goal of recovery. 

Mrs. M had the operation as scheduled 
this time and again made a quick recovery. 
I saw her briefly three times afterwards and 
she was doing so well at the time of the last 
contact that the doctors expected her to be 
ready for discharge within a few months. 
She had been able to accept the services 
of the nurses and aides with much less feel- 
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ing than before and to realize that asking 
for help requires strength rather than weak. 
ness as she had always feared. 


Summary 


Throughout my contact with Mrs. M, J 
attempted to hold to my role of helping her 
work through each problem she presented, 
keeping the focus on its relation to her ill- 
ness and her part in moving toward her 
goal of getting well. In doing this, I dis. 
covered that her major problem in accept. 
ing surgery was her fear of helplessness and 
loss of control, a more or less universal] 
problem for the pre-operative patient. The 
assistance given Mrs. M in releasing, recog. 
nizing, and accepting her own negative 
feelings, especially in relation to the second 
operation, enabled her to accept the emo- 
tional side of herself and to trust this 
rather than to fear it, thus making it pos 
sible for her to move forward toward her 
cure. 

Mrs. M’s experience in relation to sur- 
gery is unique because it is her own. This 
is true of any patient facing an operation; 
for to it he brings his individual person- 
ality and his pattern of meeting crises. 
The nature of his problem may be evident 
neither to the patient nor to his physician 
and it is sometimes possible for a person 
to make a good recovery without any 
change in his characteristic way of han- 
dling his problems. Many patients, how- 
ever, do not have sufficient energy to keep 
continued control over their emotions and 
at the same time retain enough reserve to 
put into the effort required in mobilization 
of the self for an experience as threatening 
as surgery. The threat is present for every- 
one, whether it is in relation to fear of 
death or fear of life. For some patients, 
this fear is placed chiefly in terms of dis 
figurement or pain; but for most of them, 
like Mrs. M, the great fear is loss of control 
with its attendant helplessness and the 
danger of revealing some weakness through 
expression of emotions consciously and un- 
consciously held tightly within. 

For the tuberculous patient, who has 
already had to accept separation from 
family and friends and a greater degree of 
dependency than generally is considered 
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Editorial Notes 


legitimate for the well person, the normal 
fears in connection with surgery are likely 
to be increased. Furthermore, as in the 
case of Mrs. M, the previous way of meet- 
ing crises often proves inadequate and 
some change in old patterns of behavior is 
necessary if cure is to be achieved. Many 
of the patients experiencing the changes 
required of them need and can use the 
services the medical social worker is 
equipped to give. In view of this fact, and 
of the increasing number of physicians 
who recognize the importance of emotional 
factors in the patient’s illness and cure, it 
seems paradoxical that many sanatoria 
have inadequate social service staffs and 
some have no social worker at all. 

Mrs. M is not unique in her need for 
assistance from the social worker but she 
is among the fortunate few who have such 
services available. Countless other patients 
with as great need and as much ability to 
use help constructively must manage alone. 
We do not have statistics to answer the 
question as to whether adequate provision 
of social service materially reduces the cost 
of cure to the patient, the family, and the 
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community, but the case illustration is 
sufficiently clear on this point to indicate 
the need for experimentation and study in 
this area. Mrs. M, in contrast to most 
tuberculous patients, was able to return to 
her family and gradually assume her usual 
household activities within less than a year 
after she entered the sanatorium. Her use 
of social service, in finding and employing 
her inherent strength in meeting the 
myriad personal and social problems that 
beset her throughout hospitalization, was 
undoubtedly an effective agent in her re- 
markable recovery. Her experience is also 
indicative of the importance of the availa- 
bility of social service to every tuberculous 
patient. Whether he wants or can use 
such a service is a decision which each 
patient must make for himself. He must 
decide, too, whether he can take advantage © 
of the medical service available to him. 
The social worker’s contribution, through 
his relationship to patient and doctor, is 
often a major factor in that decision and 
therefore an indispensable ingredient in 
the patient’s maximum use of the facilities 
the community has provided for his cure. 


Editorial Notes 


We are grateful to Mr. Pogge and Mr. 
Berman for preparing the articles on the 
social security amendments of 1950, which 
appear in this issue. Their papers give us 
a comprehensive view of the broader social 
security program made possible through the 
enactment of this legislation, providing us 
with essential factual information, and 
bringing out the significant gains, as well as 
the limitations, in these amendments. 

Although the law does not go as far as 
may be desirable, it encompasses substantial 
steps in a forward direction and opens up 
many new potentialities. Further provisions 
that are needed in both the social insurance 
and public assistance programs in order for 
them to function fully and adequately are 
clearly pointed up by the authors. These 
include insurance coverage for permanent 
and total disability, as well as extension of 
coverage to all occupations; welfare provi- 


sions that do not restrict assistance to the 
“permanently and totally disabled”; in- 
crease in the amount of maximum grants in 
which the federal government can partici- 
pate financially; and so on. 

It will be important for social workers to 
examine the effects of the changes brought 
about by this new law on agency programs 
and case loads, both public and private. 
It is probable that many persons, particu- 
larly in lay groups, may expect immediate 
results and solutions for the economic prob- 
lems of clients. There are many reasons 
why these will not be forthcoming. In the 
public assistance program, for instance, 
there will be many whose needs will con- 
tinue to lie outside the boundaries of the 
various assistance categories, as, for exam- 
ple, the group consisting of those whose 
disabilities cannot be termed “permanent 
and total.” 
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The voluntary agency can perform a 
significant role in helping to advance those 
extensions in the public assistance program 
which may be indicated. As Miss Scherz’s 
paper so well brings out, the family agency 
has a major responsibility for providing a 
“diagnostic service to the community,” and 
for “taking leadership in community-wide 
planning and social action for human 
needs.” Through their knowledge of un- 
met needs and through continuing research 
programs, voluntary agencies are in a posi- 
tion to collect and present appropriate 
factual data illustrative of the existence and 


Readers’ 


I am sufficiently aroused by Mr. Callman Rawley’s 
letter to the Editor in the February issue of SociaAL 
Casework, discussing Dr. Taft’s and my reviews of 
the pamphlet, A Comparison of Diagnostic and 
Functional Casework Concepts, to send in this com- 
ment. Mr. Rawley’s discussion seems to me not 
only to contain several extraordinary assumptions 
but to be also inconsistent. 

He says that some people believe that “all differ- 
ences must eventually be integrated.” He does not 
say who believes this. Does any responsible profes- 
sional person believe it? He says further that “the 
course of events is often not the product of integra- 
tion and reconciliation but of . . . cross-fertilization.” 
“Certain practices that are functional in origin turn 
up in every agency now.” “The surprised diagnostic 
worker” discovers that what he “did was just com- 
mon sense.” Next he cites the social worker who 
“never went to the Pennsylvania School” but who 
achieves a functional point of view through “her 
own good sense.” I must, therefore, take it from 
Mr. Rawley that workers when “cross-fertilized” by 
common sense become functional! This would be 
indeed an economical substitute for two years of 
professional education and stiff supervised practice, 
which might prove very popular. : 

“One must take note of the fact that only the 
etiology,” (italics the writer’s) “not the method, of 
Freud can be used in casework.” This phrasing 
seems to me not only incomprehensible but, if I 
understand it, would seem to mean that Mr. Rawley 
has neither sufficiently learned nor been cross-fer- 
tilized by Freudian concepts. I should have thought 
that Freudian principles had been substantially 
adapted within medicine, social work, education, 
and other professions. (But what on earth is the 
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extent of these unmet needs, which wil] 
interpret and support further legislative 
action. 

Caseworkers, in particular, are in a posi- 
tion that enables them to evaluate the 
meaning of the new provisions in the public 
assistance program to the recipients they 
are designed to serve; to draw, from their 
day-to-day experience, the kind of materia] 
that will show the effects on families and 
individuals; and to point up problems or 
inequities they have observed which will in. 
dicate what next steps should be taken in 
order to move ahead. 


Comments 


etiology of Freud?) He goes on to say that Freudian 
consultants have had no casework experience so 
they teach limited and (by implication) pretty poor 
stuff. Because they do not know what to teach they 
tell the caseworkers silly things. “The diagnostic 
practitioner” then wisely “has to try something 
else.” One disregards these consultants and through 
“exploration and resourcefulness . . . combined with 
. . . realistic and functional limits” becomes (you've 
guessed it) “quite functional.” So one is saved from 
diagnostic pitfalls. 

Mr. Rawley once supervised a Smith graduate. 
She was at first full of apprehension and “rituals of 
etiology” (whatever that is, see above) and “diag- 
nosis” (apparently deplorable), but when she was 
asked to use her common sense she, too, “would 
come up with something” (you've guessed it again) 
“surprisingly functional in nature.” What Mr. 
Rawley shared with her were realism, sensitivity to 
the client, and the capacity to see what worked and 
what did not—things presumably that she was not 
taught at Smith. Mr. Rawley says that cross- 
fertilization should work both ways, but judging 
from this article he is right in saying “functional 
workers still have much to learn about diagnosis.” 
‘Given aptitude and common sense, which cannot 
be taught, I should like to emphasize that there is 
a great deal of difficult subject matter and skill to 
be learned—mastered—in the diagnostic approach 
which cannot be just picked up through “unauthor- 
ized and unacknowledged cross-fertilization.” 

He does not like the terms “diagnostic” and 
“functional” and neither do I. Grace Marcus sug- 
gested these terms in a recent paper? and they 
have had increasingly, for lack of any other formu- 


1“Family Casework in 1948,” JOURNAL OF SOCIAL 
Casework, Vol. XXIX, No. 7 (1948). 
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Book Reviews 


lation, considerable popularity. Does Mr. Rawley 
think the situation will be improved by another set 
of terms, or by no description at all? Mr. Rawley 
interprets my review as speaking with the “voice 
of doom,” because I say that the pamphlet does 
reveal major differences. I should say at once that 
I have always believed in cultural pluralism, and 
I do believe that I have a genuine respect for and 
acceptance of the fact of professional difference. 
This does not commit me, however, to the belief 
that all differences are equally significant, valid, and 
productive of professional growth. I am not clear 
from Mr. Rawley’s letter whether he thinks there 
are no differences between the so-called functional 
and diagnostic approaches, whether such differences 
as exist are insignificant and inconsequential, or 
whether differences will be solved by the diagnostic 
group acquiring “common sense” and so turning 
out to be functional after all. He thinks that I, 
with regret, and Dr. Taft, “with elation,” find the 
present differences to be major. He does not agree, 
yet he cites an instance where a school of social 
work cannot be started because of an implacable 

ict as to whether it should be “diagnostic” or 
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“functional.” This was the sort of thing I meant 
when I said that these differences are real and 
present grave difficulties for our profession. Does 
he really believe that this is just a personal issue 
between two educators? He should appreciate this 
comment of mine because it is couched largely in 
feeling, not in “theoretical” tones (bringing out the 
negative and all that, you know). But I must add 
seriously that this question is not a matter of mere 
individual attitudes, but of professional content, of 
knowledge, of important and hard won values and 
disciplines and skill. I, too, think it is tragic that 
workers are increasingly restricted in their mobility, 
but this is no accident. Should we not continue, 
Mr. Rawley, to search for and face the reasons for 
the cleavage and, recognizing the nature of the 
differences, try to see how the tensions and wide- 
spread confusions which now exist within our pro- 
fession can best be handled? 

Gordon HAMILTON 

New York School of 

Social Work of 
Columbia University 
New York, N. Y. 
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ANALYTIC GROUP PSYCHOTHERAPY WITH CHIL- 
DREN, ADOLESCENTS, AND ADULTS: S. R. 
Slavson. 275 pp., 1950. Columbia University 
Press, New York, or SocIAL CASEWORK. $2.00. 


Mr. Slavson has followed his earlier book on group 
therapy with this second excellent volume in which 
he is concerned with “activity-interview” and 
“interview” as well as “group play psychotherapy.” 
A lucid, detailed, and often fascinating exposition 
of the theory and practice of therapy conducted 
through the medium of groups is presented clearly 
and straightforwardly. The well chosen records 
with their accompanying case histories give body to 
the bare bones of theory and each comes alive 
through the other. Questions likely to be raised 
by the therapist who is interested in attempting 
work with groups are anticipated and honestly 
answered, making this book’s use as a manual both 
feasible and practical. 

As Mr. Slavson is explicit in pointing out, group 
therapy is a method, not a treatment in itself. It 
is basically identical with individual psychotherapy 
and dynamic psychiatry, and thorough-going famili- 
arity with the principles of these disciplines is neces- 
sary for the practitioner of group therapy. It is not 
a method requiring less knowledge or less skill. 
Rather, he who undertakes it should already be an 
experienced therapist willing to acquire additional 


and detailed training. Since there is never truly a 
group problem, a group project, or a group aim, it is 
a matter of treating several individuals at a time, 
rather than one. Paradoxically, perhaps even the 
term “group therapy” is in itself a misnomer, for 
treatment remains the handling of an individual 
patient as in any form of therapy, the only dif- 
ference being that the therapy is conducted within 
an environment afforded by other patients. Group 
therapy differs from other forms of group activity 
in that the individuals never become subservient 
to the group or merely a part of it. As in other 
psychoanalytic treatment, its goals are achieved 
through transference, catharsis, interpretation, and 
insight. 

The advantages and disadvantages of group 
therapy are made plain. There is the obvious ad- 
vantage of affording treatment to a greater number 
of persons. It is also true, however, that there are 
persons for whom this type of therapy is more bene- 
ficial than is individual treatment, because, among 
other reasons, the transference relationship which 
might be too difficult individually is diluted by the 
circumstance of being in a group, and because 
anxiety is apt to be of lesser intensity. It has also 
been shown that ego defenses are likely to give 
way with greater rapidity. A corollary of these 
factors, however, is that the treatment is thus some- 
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what watered down and is, therefore, not as 
thorough as is individual psychoanalysis. More- 


over, by no means all patients are able to profit by 
the therapeutic environment afforded by other 
patients. 

The composition of the group is of prime im- 
portance for the success of therapy, and Mr. Slavson, 
while admitting in the last analysis that the judg- 
ment of the therapist is probably the best guide, 
lists the many considerations on which the forming 
of a group should be based. Foremost among these 
is syndrome homogeneity. In this connection it 
might be suggested that detailed psychological in- 
vestigations can be useful. The relevant use of 
projective testing might show facets other than 
syndrome homogeneity which would establish the 
harmonious working of the group. 

If criticism is necessary, it should, perhaps, be 
directed at the somewhat confusing terminology. 
Closely similar terms are used for varying types of 
group treatment which might better, for clarity’s 
sake, each have borne a separate and distinct title. 

As a reading of this very worth-while book will 
show, group therapy is a valuable tool, but one to 
be used with discretion and only by highly trained 
practitioners. Mr. Slavson’s book provides an ex- 
cellent exposition of the method, its possibilities, 
and its limitations. 

MOLLY HARROWER 
Group Psychotherapy Institute 
New York, N. Y. 


PROBLEMS OF SOCIAL POLICY: Richard M. Tit- 
muss. 596 pp., 1950. Longmans, Green and 
Company, New York, or SoctAL Casework. 
$5-75- 

This massive volume is truly unique in the annals 
of social work literature. It depicts the health and 
welfare services of Great Britain under the impact 
of World War II. 

We on this continent have thankfully been spared 
the experience of seeing our own civilian population 
under front line conditions of direct enemy attack. 
We have no experience to indicate how our complex 
structure of social welfare services might adjust 
itself to meet the dislocations of war as they affect 
directly, not indirectly, the homes and the lives of 
all of us. Some there may be who will argue that 
“It can’t happen here.” For many of us, however, 
who are once again involved in matters related to 
civil defense planning and to the adjustment of our 
social welfare services to emergency conditions, 
Problems of Social Policy provides a fascinating and 
masterly blue-print. It charts clearly the way in 
which social welfare services, conceived in times of 
peace, meet or fail to meet the social and physical 
displacements brought about by war. 

For his most intensive treatment Mr. Titmuss 
isolates three main problems: evacuation, the hos- 
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pital services, and the care of homeless People, 
These subjects have been treated, however, not in 
any narrow sense, but against the background of 
the established social services. 

The account begins with the pre-war phase of 
planning and preparation and carries on t 
the actual outbreak of hostilities, the “phony” war, 
the crisis of threatening invasion, and the actual air 
bombardment. An attempt is made to sum up the 
effects of these air attacks on civilian services and 
to measure the stresses that developed within the 
fabric of British society. 

The last part of the book gives increasing empha- 
sis to analysis of the strain of the war on family life, 
This story of strain eventually becomes the domi- 
nant theme, for the needs that arose in Britain 
under these wartime conditions challenged the 
existing character of the social services, shifted 
emphasis in policy, and called into play new instru- 
ments of welfare. The final chapter of the book 
surveys these developments in perspective and ends 
by examining the effects of the war on the people's 
heaith. 

Each chapter of this noteworthy book is an ab- 
sorbing story in itself. For those interested in the 
family welfare field, the chapter entitied “Families 
in Trouble” will, perhaps, represent the high point 
of interest. Every chapter has its special fascination, 
not only for experts, but for any thoughtful reader. 
In style and breadth of treatment, the book is 
worthy of a Churchill, and everywhere its massive 
detail is enlivened by comments worth remember- 
ing. The following quotation illustrates this point 
and may entice the would-be reader: 


It was not altogether remarkable that people who 
were dug out of the ruins of their homes first asked, 
not for food or safety, but for their false teeth. Nor 
was it just an odd streak of personality that made 
mothers in rest centres and shelters more worried 
about awkward behaviour by their children than 
about death. The only possible way—as these 
mothers found—of dealing with death was to ignore 
it. Keeping ledgers up to date, worrying about 
false teeth, and correcting the manners of children 
affirmed the individual’s confidence in life and, in 
the process, maintained morale. 


For those who subscribe to the view that all men 
are created equal, there might also be some conso- 
lation in the following pungent comment on the 
influence of evacuation on the mingling of the 
social classes: 

The decencies of health and sanitation are more 
easily achieved by the rich than the poor, but they 
are no sufficient measure of personal virtue oF 
political principle. The louse is not a_ political 
creature; it cannot distinguish between the salt of 
the earth and the scum of the earth. 

GEoRGE F. DAVIDSON 

Department of National 
Health and Welfare 

Ottawa, Canada 
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GUIDES TO AGENCY RESEARCH: Report of the 
Sub-Committee on Agency Research, F.S.A.A. 
Committee on Statistics and Studies. 19 pp., 
1950. Family Service Association of America, 
192 Lexington Avenue, New York 16, N. Y., or 
SocIAL CASEWORK. 40 cents. 


This is a timely and useful pamphlet. It was de- 
veloped by the Sub-Committee on Agency Research, 
FS.A.A. Committee on Statistics and Studies, at the 
request of the Association Board of Directors. 

In preparing this pamphlet, the committee recog- 
nized that few agencies have staff adequate in size 
or training to undertake basic research. They 
have, therefore, confined their efforts to the de- 
velopment of guides that will be helpful to staffs 
without technical research training. 

The committee has interpreted “research broadly 
to include any systematic and objective process of 
collecting, analyzing, and interpreting data in rela- 
tion to a social work problem.” For the purposes 
of this pamphlet social work research has been 
divided into two categories, basic and operational 
research. The latter, to which this material is 
directed, is described as research, “the primary pur- 
pose of which is to answer questions related to the 
operation and planning of social work programs.” 

The pamphlet suggests ways of using material that 
is currenily being collected by the agency to answer 
questions of agency administration. The illustra- 
tive questions should furnish stimulation to better 
use of recorded agency material, as well as to the 
development of simple devices for getting current 
material that is related to agency planning. 

The section devoted to discussion of “Preliminary 
Considerations and Steps in Making a Study” con- 
tains good material. Questions about formulation 
of the purpose of a study and ideas for carrying out 
the total project are thought-provoking and, if fol- 
lowed, will assure that only the most necessary and 
useful material is selected for study. 

This section also devotes some discussion to the 
important consideration of professional time that 
will be needed to carry out the project effectively. 
Some aspects of the research job can be performed 
by clerical staff, but evaluation and analysis of 
findings and the preparation and interpretation of 
reports necessarily will be a professional respon- 
sibility. Since the board of directors has major 
responsibility for establishing policy, it should par- 
ticipate in the decision to make the study if such 
study might lead to basic policy change. 

Valuable material is included under the heading 
of “Technical Aspects of a Study.” This material 
would be well known to persons with a background 
in research, but since most agencies will not have 
such staff, inclusion of the points under this head- 
ing is important. 

The material in this pamphlet is well organized. 
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It is simply written with appropriate illustration 
of points. It should be studied by all staff members 
of social agencies, since it can give significance and 
meaning to the statistical material that is being 
currently collected by agencies. 

The selected bibliography at the end offers 
further guides. It is divided into four parts: the 
technical aspects of research; the need for and 
function of research in social work; use of statistics 
in review of agency program; and sources of in- 
formation on social work research projects. 


BERNICE BIsH 


Family Service of Kansas City 
Kansas City, Missouri 
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THE MAGIC CLOAK: A CONTRIBUTION TO THE 
PSYCHOLOGY OF AUTHORITARIANISM: James 
Clark Moloney, M.D. 345 pp., 1945. Montrose 
Press, Mass., or SOCIAL CASEWORK. $5.00. 


The clinical syndromes presented are quite 
diverse. There are, for instance, observations on 
the counter-transference of the psychotherapist and 
comments on oriental stoicism as well as notes on 
epilepsy. In general, the clinical material is quite 
convincing and dramatically drawn. This is espe- 
cially true with respect to patients with delusional 
trends. 

Much of the discussion is provocative, controver- 
sial, and challenging. The general effect of this is 
refreshing even when strong doubts may be stirred. 

The score of illustrations by Erle Loran add 
greatly to the book. 

Dr. Moloney’s presentations of character defenses 
and defensive facades are well done. His systematic 
attack on the obviously destructive aspects of au- 
thoritarianism is both discerning and penetrating. 
It is a book with challenge and may be expected 
to engage promptly the interest of the reader. 


E. VAN NoRMAN Emery, M.D. 


Washington University 
St. Louis, Missouri 


COUNSELING THE HANDICAPPED IN THE RE- 
HABILITATION PROCESS: Kenneth W. Hamil- 
ton. 296 pp., 1950. Ronald Press, New York, 
or SocIAL CASEWORK. $3.50. 


Although statistics on the subject are hard to 
obtain, the United States Public Health Service 
estimates that “16,000,000 persons of working age 
other than those institutionalized or essentially in- 
valids are disabled.” These handicapped are too 
often looked upon as “nonparticipating hangers-on.” 
To combat this attitude successfully and gain group 
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acceptance it is necessary for the individual to re- 
gain his highest possible degree of employability. 

In its approach to this problem the present vol- 
ume is divided into four parts. The first deals 
with “The Nature and Purpose of Rehabilitation”; 
the second with “The Rehabilitation Process”; the 
third with “Developing Community Resources”; 
and the fourth with “Evaluating the Results of Re- 
habilitation.” An appendix gives the 1943 amend- 
ments to the Barden-La Follette Vocational Re- 
habilitation Act. A bibliography and index com- 
plete the book. 

Mr. Hamilton defines a handicap as the “cumu- 
lative result of the obstacles which disability inter- 
poses between the individual and his maximum 
functional level.” He emphasizes that all treatment 
should seek to alleviate the handicap rather than 
focus on the disability and therefore calls for 
rehabilitation rather than palliative treatment, for 
a team of workers rather than for medical men 
only. The test of rehabilitation is given as the 
degree to which a patient is able to obtain a 
permanent job consistent with his capacities at a 
wage adequate for self-support. This calls for 
“restoration of the handicapped to the fullest physi- 
cal, mental, social, vocational, and economic useful- 
ness of which they are capable.” In such a process 
all the resources of the individual and the com- 
munity are needed. To co-ordinate these resources 
a trained counselor is essential to help with an 
evaluation of personal abilities, to assist in defining 
new goals, and to provide knowledge of the skilled 
services available. Thus the counselor helps the 
counselee to grow in self-understanding and in 
understanding the nature of the difficulties con- 
fronting him so that he can take positive steps to 
solve them. Tests, medical diagnosis, or occupa- 
tional information become significant only as the 
counselee understands, accepts, and acts on them. 

This book is not primarily a text on counseling 
but describes and places the counseling service in 
its setting in the rehabilitation process. Premises of 
counseling, limitations of counseling in the rehabili- 
tation process, elements in the attainment of job 
objectives, reasons for and cautions in using tests, 
are all discussed, and lists of publishers and of good 
monographs in the occupational field are given. 
One sees the responsibilities of agencies and the 
community and realizes that only as all people and 
organizations understand the problems of the handi- 
capped and work together can this group be given 
the maximum opportunity for achievement and 
development. All this material provides a broad 
and intelligent approach to the problems of the 


handicapped. 
MARIAN RAYBURN BROWN 


Cortland, New York 











Social Casework 


Have You Seen These? 


Parent-Teacher Series (Bureau of Publicatig 
Teachers College, Columbia University, New Yor 
N. Y. Single pamphlets 60 cents.) 


A Good School Day, by Viola Theman. In ig 














esting style, what makes a good school day, how ' 
study your community and pupils, and 
teachers, pupils, and parents plan together, 













discussed. Emphasis is laid on individualization of 
pupils and adaptation of school programs to 
a diversity of pupil needs. 

Your Child’s Leisure Time, by Mildred Lettg 










Stresses the importance of leisure interests for g 
child’s well-rounded development. Gives many 
specific suggestions for ways in which parents ¢ 
help their children to utilize free time in construe 
tive and pleasurable ways. 












Life Adjustment Booklet (Science Research Asso- 
ciates, 228 S. Wabash Avenue, Chicago, III. Single 
pamphlets 60 cents.) Planned for young people of 
high school and college age. 

You and Your Health, by J. Roswell Gallagher, 
Information about growth and development, eating 
habits, physical fitness, disease, accidents, and com- 
mon health problems. Stresses the importance of 


one’s own attitudes toward health and the value 
of examining them. 










SOCIAL WORK PRACTICE IN A 
MEDICAL AND PSYCHIATRIC 
SETTING 


An Institute planned for practitioners and 
teachers of Medical and Psychiatric Social 
Work dealing with the influences of setting on 
practice and directed toward skill in the use of 
basic social work methods. 


June 18-22, 1951 




















SCHOOL OF SOCIAL WORK 
UNIVERSITY OF PITTSBURGH 


Announcements and applications may be ob- 


tained from Dean, School of Social Work, Uni- 
versity of Pittsburgh, Pittsburgh 13, Pa. 































